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ABSTRACT

REPRESSIVE COPING:

A CONTRIBUTOR TO HEALTH PROBLEMS?

Huffer, Charlotte M.
University of Dayton, 1995
Advisor:

Dr. Roger N. Reeb

Research has shown that the act of repressing
entails physiological work.

Therefore, this study

investigated whether such increased physiological
activity results in a greater number of health problems
and vulnerability to stress for undergraduates employing
the repressive method of coping.

Results revealed that,

during a stressful task (the Brief Physiological Stress
Profile), the group of repressors displayed increased
physiological reactivity while the other two groups (lowanxious and high-anxious subjects) did not.

However,

on a self-report instrument assessing awareness of
emotional reaction during the task, the repressor group
did not significantly differ from the other groups.

In

addition, the repressors did not report a significantly
higher number of health difficulties or vulnerability to
stress relative to the low-anxious and high-anxious
subjects.

Further research is needed to determine if

modification of the self-report instruments and the review
of medical documentation result in significant findings.
iii
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CHAPTER 1
INTRODUCTION

In an article entitled Repression, Freud
(1915/1957), provided the following definition of the
construct:

"The essence of repression lies simply in

turning something away and keeping it at a distance from
the conscious" (p. 600).

Freud viewed repression as the

most basic defense mechanism, and he considered it to be
an ego maneuver aimed at preventing or avoiding
conscious awareness of a thought, memory, idea, or
impulse that violates standards of the superego.
Freud's (1894/1963)

In

words, repression occurs in an

individual when the "ego [is] confronted by an
experience, an idea, a feeling, arousing an affect so
painful that the person resolves to forget it" (pp.
69-70).

Contemporary researchers (e.g., Shedler, Mayman

& Manis, 1993; Weinberger, 1990) have attempted to
provide an operational definition for this construct and
subject it to empirical verification.
define repression as:

These researchers

(a) reports of low levels of

distress on self-report inventories, accompanied by
(b) clear evidence of distress through behavioral and/or
physiological channels, and (c) evidence that the
self-report of low distress reflects a conscious belief.
1
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A substantial body of research has demonstrated the
validity of the repressive coping construct (Weinberger,
1990).

An expanding body of literature suggests that

the act of repressive coping may contribute to physical
health problems (Schwartz, 1990).

That is, repression

is believed to be one form of maladaptive coping that
may augment the deleterious effects of stress on health.
One purpose of the present study, therefore, is to
replicate research demonstrating that undergraduate
students who employ the repressive style of coping are
afflicted with a greater number of health problems than
are those students who utilize more adaptive means of
coping.

A second purpose of the present study is to

extend the available literature by determining the
extent to which the use of repressive coping is
associated with actual vulnerabilities to stress.
An Integrative Summary of Relevant Research
In order to provide an adeguate background for the
present study, an attempt will be made to integrate
several different lines of research.

Thus, the summary

is comprised of several major sections.

The first

section reviews research documenting the validity of the
repressive coping construct.

In the second section,

research investigating the relationship between
repression and health is reviewed.

In the third

section, the relationship between stress and the immune
system is explored.

Finally, the last section provides
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empirical evidence for the relationship between repression
and specific health problems.
Construct Validity for the Repressive Coping Style
In this section, a selective review of research
demonstrating the validity of the repression construct
is presented.

Before beginning the review,

acknowledgement is offered that one source of confusion
in the literature centers on the fact that a variety of
terms are used to refer to the same underlying construct,
including repressive coping style (Weinberger, 1990),
defensive denial (Shedler et al., 1993), inhibition
tendency (Pennebaker, 1993), cognitive avoidance (Erdelyi,
1990), and rational antiemotional behaviour (GrossarthMaticek & Eysenck, 1990).

To make matters worse, some

terms that have been used seem to be self-contradictory,
e.g., nondefensive repression (Holroyd, 1972).

This

source of confusion is not a new one; Freud himself
employed a vast number of more or less interchangeable
rubrics to communicate the idea of repression.

For

instance, Breuer and Freud (1893-1895/1955) employed the
terms:

"avoidance of thought" (p. 156); "banish from

consciousness" (p. 118); "conscious rejection" (p. 134);
"defense" (p. 120); "fending off incompatible ideas" (p.
157); "inhibition of thought" (p. 10); "intentional
repression" (p. 116); "laborious suppression" (p. 12);
"repression" (p. 10); "resistance" (p. 154); and
"splitting off" (p. 12).
terms, such as:

Elsewhere, Freud used other

censorship of consciousness" (Freud,
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1915/1957, pp. 149-150); "debaring of thoughts" (Freud,
1901/1960, p. 4); "dissociation" (Freud, 1892-1893/1966,
p.122); and "intentional forgetting" (Freud, 1894/1963,
p. 48).

Weinberger (1990) notes that repression is the

term most broadly used and, in an attempt to resolve the
confusion, his suggestion is that researchers settle on
the label of repression and use it consistently.
In Maddi's (1989) authoritative personality text,
he reviews several early studies that address the
question:

"Is the concept of defense [i.e., repression]

tenable?" (pp. 192-219)

In studies conducted by Bruner

and Postman (1947a, 1947b), subjects were initially
presented with a word association task.

It was found

that the speed with which the subjects could think of a
word in response to the one presented by the
experimenter varied among subjects.

The same words were

then presented to the subjects using a tachistoscope.
Results showed that, for some subjects, words that
involved long association times (presumably indicating
emotional disturbance) required much longer
tachistoscope exposures for recognition than did words
with medium or short association times.

Bruner and

Postman subsequently dubbed this lengthened recognition
time "perceptual defense," and likened it to repression.
Eriksen (1951) examined psychiatric inpatients who
displayed conflicts in specified need areas.

Using a

word association technique, Eriksen assessed the
subjects' degree of emotional disturbance in the three
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need areas of aggression, homosexuality, and succorance.
Degree of disturbance was determined by assigning a
numerical weight to the various disturbance indicators
(increased association time, failure to respond or
blocking, failure to hear the stimulus word, and odd or
unusual response word).

The subjects' disturbance

scores on the above task were subseguently related to
the subjects' tachistoscopic recognition times for
pictures.

Some pictures were related to the need areas,

whereas other pictures were neutral.

Results showed

that those subjects who showed significant disturbance
in a need area tended to reguire longer exposure
intervals for recognition of the corresponding
need-related pictures than they did for the neutral
pictures.
Lazarus, Eriksen, and Fonda (1951) used clinical
interviews to classify psychiatric outpatients as either
sensitizers (i.e., people who respond to anxiety through
the use of intellectualization) or repressors.

A

sentence completion test, which included items that
suggest aggressive or sexual content, was administered
to subjects.

It was found that the sensitizers tended

to offer aggressive and sexual endings on the items of
this test.

The repressors, on the other hand,

characteristically blocked or distorted the sentence
completion items into inoffensive forms.

In the next

phase of the study, sensitizers were found to be
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superior to repressors in auditory perception of hostile
and sexual sentences heard against a noise background.
After reviewing these early studies, Maddi (1989)
concluded:

"...we can now say with some authority that

there is evidence supporting the notion of defense as an
explanatory concept..." (p. 215).

As reviewed below,

later studies have employed more sophisticated
methodologies, including psychophysiological assessment.
Weinberger, Schwartz, and Davidson (1979)
differentiated four coping styles by constructing a
two-by-two table using the Marlowe-Crowne Scale, which
measures "defensiveness and protection of self-esteem"
(Crowne & Marlowe, 1964), and the Manifest Anxiety Scale
(MAS), a measure of trait anxiety.

They identified

(1) repressors (high Marlowe-Crowne, low MAS);

(2) low-

anxious (low Marlowe-Crowne, low MAS); (3) high-anxious
(low Marlowe-Crowne, high MAS); and (4) defensive high
anxious (high Marlowe-Crowne, high MAS), which
represents a pattern that is "fairly rare" (Weinberger
et al., 1979, p. 371).

Subsequently, Weinberger et al.

(1979) had subjects with the first three profiles
undergo a phrase association task, in which five phrases
had a neutral content (e.g., the steel company made new
equipment), five had a sexual content (e.g., the
prostitute slept with the student), and five had an
aggressive content (e.g., his roommate kicked him in the
stomach).

During the task, subjects' physiological

reactivity (heart rate, electrodermal activity, and
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frontalis muscle tension) was monitored, and their
reaction time, content avoidance, and verbal
interference were measured.
During the phrase association task, the group of
repressors scored significantly higher on behavioral
measures of defensiveness (reaction time, content
avoidance, verbal interference) than did either the
low-anxious or the high-anxious group.

The highest

levels of distress during the stressful task were
reported by the high-anxious group, with the repressor
group reporting the lowest levels and the low-anxious
group reporting intermediate distress levels.

Regarding

the psychophysiological assessment, the high-anxious
and repressor groups were found to exhibit significantly
more physiological reactivity (heart rate, electrodermal
activity, frontalis muscle tension) during the task
than did the low-anxious group.

Even though the

repressors reported a lower level of distress than did
low-anxious subjects during the task, they exhibited
significantly higher levels of reactivity in all three
physiological areas measured.

The repressor and

high-anxious groups exhibited approximately equal levels
of reactivity in two of the physiological channels
(heart rate, electrodermal activity), and the repressors
demonstrated significantly more reactivity in the other
(frontalis muscle tension).
concluded:

Weinberger et al. (1979)

"This study provides construct validity for

distinctions among low-anxious, high-anxious, and
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repressive styles as three general patterns of coping
with threatening situations" (p. 378).
Shedler et al. (1993) conducted three studies
testing the hypothesis that, among individuals who
appear mentally healthy on standard self-report
inventories, it is possible to detect a subgroup of
defensive deniers.

Defensive deniers maintain an

illusion of mental health but manifest distress through
behavioral and/or physiological channels.
Each of the studies consisted of two phases.

In

the first phase, subjects completed a standard
self-report measure of mental health (the Eysenck
Neuroticism Scale in Studies 1 and 2 and the Beck
Depression Inventory in Study 3) and were evaluated by
clinical judges using the Early Memory Test (EMT).

In

the EMT, subjects give the impressions, moods, and
feelings which arise when recalling early memories.

In

instances where both the self-report and the clinical
judgment (based upon the EMT) indicated mental health,
subjects were classified as genuinely healthy.

Subjects

who reported distress and were judged to be distressed
were classified as manifestly distressed.

When the

self-report scale indicated mental health but the EMT
detected distress, subjects were classified as having
illusory mental health via defensive denial.

In Phase

2, the subjects were exposed to psychological stressors
during which heart rate and blood pressure were
monitored.

Studies 1 and 2 also provided a measure of
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verbal defensiveness (i.e., efforts, conscious or not,
to avoid the content of the stimulus phrases).
In Study 1, subjects engaged in three laboratory
tasks intended to elicit stress:

(1) solving mental

arithmetic problems, (2) telling stories in response to
Thematic Apperception Test (TAT) cards, and
(3) responding to a phrase association test that included
items with neutral, aggressive, dependency, or sexual
themes.

Results for Study 1 showed that the illusory

mental health group (i.e., the defensive deniers) showed
significantly greater coronary reactivity than the
genuinely healthy group or the manifestly distressed
group.

Subjects in the illusory mental health group

also exhibited more verbal manifestations of defense
than did either the genuinely healthy subjects or the
manifestly distressed ones.
similar results.

Studies 2 and 3 yielded

Based on the interesting debates among

theorists regarding the Shedler et al. (1993) article
(see American Psychologist, November, 1994, p p . 971-976),
this article is likely to be helpful in stimulating
further research in this area.
Ultimately, as noted by Weinberger's (1990) review,
a discussion of the construct validity for the
repressive coping style must address the following
issue:

Do repressors' self-reports truly reflect their

conscious beliefs, or are repressors masters of
impression management?

Research indicates that

repressors will maintain their endorsement of items such
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as, "I have almost never felt the urge to tell someone
off," even when faced with demand characteristics that
request expression of negative affect (Millemet & Cohen,
1973), when they are convinced that their responses will
be completely anonymous (Weinberger & Schwartz, 1982),
or when they believe that a monitoring device can detect
that they are lying (Millham & Kellogg, 1980).

Upon

reviewing this area of research, Weinberger (1990)
concluded:

"The evidence contradicts the notion that

repressors are adroit social chameleons who are good at
testing the winds and telling people what they want to
hear" (p. 353).

In other words, it appears that the

repressors' self-reports of low distress, although
distorted from an objective standpoint and inconsistent
with evidence of their behavioral and physiological
distress, do indeed reflect their true conscious
beliefs.

In a study just completed, Weinberger and

Davidson (in review) obtained additional support for
this conclusion.
The preceding paragraphs describe only a few of the
many studies exploring repression.

The results from the

detailed studies, in addition to results obtained from
the many other studies exploring this construct
(reviewed in Weinberger, 1990), lead to the conclusion
that the construct of repressive coping is, in fact,
tenable.
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Repression and Health
Clinical wisdom has held that repression is a
maladaptive coping mechanism that may, in the long run,
contribute to health problems (Singer, 1990).

Recently,

researchers have attempted to derive specific hypotheses
concerning the link between repression and illness.

For

example, based on the research reviewed above, Shedler
et al. (1993) argue:

"Psychological defense has

physiological costs...It is associated with autonomic
reactivity and may be a risk factor for medical illness"
(p. 1119).

In earlier papers, Weinberger, who is a

leading theorist and researcher in this field, provided
similar hypotheses.

For instance, Weinberger et al.

(1979) speculated that "...a repressive coping style of
handling stress may lead to a proneness to physical
disease..." (p. 379).

Overall, these theorists believe

that repression is one type of maladaptive coping
strategy that may augment the deleterious effects of
stress on health.

A body of research suggests that the

immune system may be the major mechanism by which stress
influences health.

In the following section, a

selective review of research demonstrating the effects
of stress on immunocompetence is offered.

Subsequently,

a selective review of research examining the
relationship between repressive coping and health
problems (and suppression of immunocompetence) is
presented.
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Stress and the Immune System
Overview of immune system. Much remains to be
learned about immunologic functioning, even though the
broad outline of the immune system is well understood.
The immune system, which is an organism's principal
means of maintaining integrity when intruded upon by
foreign substances (i.e., bacteria, viruses, or tumors),
includes the following primary components:

blood,

thymus, bone marrow, spleen, and lymph nodes.

Within

the blood, the serum (a soluble medium) and the
lymphocytes (white blood cells) play especially
important roles in immunologic functioning.
The serum is composed of large protein molecules
and water and is the medium by which the body transports
its defenses.

Figure 1 provides a simplified schematic

representation of the crucial role that the lymphocytes
play in immunologic functioning.

The immune system is

brought into action upon detection of a foreign or
invading substance called an antigen.

Macrophages ("big

eaters"), located in the blood serum, attempt to ingest
the invader, and in doing so, leave parts of the antigen
embedded in their cell membranes.

When the macrophages

make contact with certain T-cells (T4 Helper Cells),
each T4 Cell "reads" the antigen code on the
macrophage's surface.

After reading the code, the T4

Cell multiplies into thousands of T-cells, all of which
contain a "copy" of the invading antigen.

These cells,

in turn, mediate large-scale production of B-cells and
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Antigen

Figure 1.

Detection
by
Macrophages

Code of Antigen "Read" by
T4 Helper Cell

Schematic representation of lymphocyte response in

immunologic functioning.
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Cytotoxic T-cells.

The B-cells, which are designed

chiefly to protect against the more common varieties of
bacterial infection, produce antibodies.

These

antibodies bind to the antigen and render it vulnerable
to ingestion or destruction by other cells (e.g.,
macrophages, killer cells).

The Cytotoxic T-cells,

which are programmed to the specific invading antigens,
secrete chemicals called lymphokines that have toxic
effects on the specific antigens.

Finally, when the

above steps are completed, Suppressor T-cells assume a
dominant role and "turn off" the system's response.
Influence of stress on the immune system.

During

the past couple of decades, research has suggested that
the immune system can be conditioned.

In a series of

studies by Ader and Cohen (1975), cyclophosphamide
(unconditioned stimulus), a drug with immunosuppressive
properties (unconditioned response), was paired with
saccharin-flavored water (conditioned stimulus).

After

a single pairing of cyclophosphamide with saccharinflavored water, exposure to the saccharin water by
itself produced immunosuppression (conditioned
response), which was similar to that produced by
cyclophosphamide.

Many replications of this basic

paradigm have resulted in comparable findings (for a
comprehensive review, see O'Leary, 1990).
By demonstrating that psychological factors may
influence the immune system, this research program paved
the way for the development of a new multidisciplinary
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field, psychoneuroimmunologyy (for comprehensive
reviews, see Ader & Cohen, 1993; Cacioppo, 1994;
Schmoll, Tewes, & Plotnikoff, 1992).

In general,

psychoneuroimmunology is concerned with the dynamic
interactions that occur among psychological and
behavioral processes, neurological and endocrine
functioning, and immunity.

Much of the research in this

area has focused on the relationship between stress and
suppression of immunocompetence, which is the ability to
recognize and reject that which does not belong in the
body (i.e., antigens).

The most common measures of

immunocompetence used in these studies are (a) measure
of lymphocyte responsiveness and (b) observation of
tumor growth.

A selective review of research in this

area is provided below.
The most common procedure to measure
immunocompetence, including those used in the
conditioning studies cited above, is to measure how
responsive lymphocytes (e.g., T-cells, B-cells, natural
killer cells) are to invading antigens.

The typical

procedure involves (a) drawing blood, (b) preparing the
blood in the laboratory, and (c) challenging the blood
in vitro with antigens that have been shown to "set off"
the immune system.

Bartrop, Lazarus, Luckhurst, Kiloh,

and Penny (1977) conducted several studies which looked
at the effect of stress due to bereavement on immune
function.

Both T- and B-cells were studied following

the death of a spouse.

Results showed that, during the
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two months following the death, lymphocyte response to
phytohemagglutinin and concanavalin A (the "challenging"
antigens) was reduced relative to a control group of
individuals who had not recently lost a loved one.
In a study of a group of men whose wives were
dying, Schleifer, Keller, McKegney, and Stein (1980)
assessed the immune function before the wife's death in
addition to five to seven weeks following the death.

As

in the above study, numbers of T- and B-cells did not
appear to change, although a significant decrease was
observed in the responsiveness of these cells to
antigens pre- and post-bereavement.

Control subjects

demonstrated no changes over time.
Several studies have examined the effect that the
relatively common stress of academic examinations has on
the immune system.

Kiecolt-Glaser, Garner, Speicher,

Penn, and Glaser (1984) found decreased natural killer
cell activity during exam time for medical school
students.

The level of cell activity was compared with

the level exhibited one month earlier.

Kiecolt-Glaser,

Glaser, Strain, Stout, Tarr, Holliday, and Speicher
(1986) also discovered that examinations were associated
with decreased numbers of natural killer cells, as well
as lower percentages of T4 Helper Cells.

In addition,

production of interferon, an important lymphokine
(previously defined), was found to be suppressed among
students during exam time.
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Another common measure of immunocompetence :s
observation of tumor growth.

Most studies that examine

tumor growth as a function of stress have found evidence
of stress-related changes.

It is suggested that one

function of the immune system is to "scout" for signs of
tumor growth (i.e., immunosurveillance) and help to
destroy the tumors before they grow to a large size.
When stress interferes with this function, however,
tumors may be allowed to grow to a size that the immune
system cannot destroy.

In addition, suppression of

various immune system functions (leading to widespread
reduction of immunocompetence) may allow tumors to grow
more rapidly.
In a study by Sakakibara (1966), one group of
animals was exposed to a bright, flashing light for
eight hours each day, a second group to a continuous
light, a third group to continuous darkness, and a
control group to normal lighting conditions.

The

ultimate formation and growth of tumors, which were
chemically induced, was then measured over a twenty-week
period.

Results showed that the group exposed to

flashing light (i.e., the most stressful of the four
conditions) developed tumors more rapidly than the other
three groups.

In addition, nearly 80 percent of these

animals developed tumors.

Tumor growth in the animals

exposed to continuous light took longer and was less
common (64 percent), while tumor growth took still
longer and was even less likely in the animals exposed
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to continuous darkness and the animals in the control
group (24 percent and 36 percent, respectively).

Later

research (e.g., Riley, Fitzmaurice, & Spackman, 1981)
obtained similar findings.
Given that psychosocial stressors, if coped with
maladaptively, can lead to suppression of
immunocompetence, intriguing guestions remain about the
physiological pathways involved (for reviews, see Ader &
Cohen, 1993; Cacioppo, 1994; Schmoll et al., 1992).
Many theorists believe that the primary pathway is the
hypothalamus-pituitary-adrenocortical axis (HPA).

In

brief, the processing of stressful events seems to lead
to hypothalamic activation of the pituitary, which in
turn stimulates the adrenal cortex to secrete excessive
levels of adrenocortical hormones (corticosteroids).
As indicated in the reviews cited above, it is welldocumented that these substances can suppress the number
and functioning of lymphocytes.
In addition, researchers have obtained evidence
that a number of other hormones (e.g., growth hormones,
testosterone, and estrogen), which are responsive to
stress, may also impair lymphocyte responsiveness to
antigens.

Further, certain neuropeptides, e.g.,

endorphins (natural pain killers), are produced under
stressful or painful conditions, and there is some
evidence that these substances impair the effectiveness
of natural killer cells.

A comprehensive discussion of

the physiological mechanisms by which stress suppresses
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immunocompetence falls beyond the scope of this
paper.

The interested reader should consult the

aforementioned reviews; in particular, Cacioppo (1994)
provides an excellent discussion of ongoing state-ofthe-art research in the area of psychoneuroimmunology.
In sum, research has shown that stress contributes
to suppression of immunocompetence in both animals and
humans, as indicated by measures of lymphocyte
responsiveness and observation of tumor growth.

Future

research will provide a comprehensive explanation of the
physiological mechanisms involved, but preliminary
evidence does suggest that the hypothalamus-pituitaryadrenocortical axis may play a major role.

The following

is a review of research suggesting that a repressive
coping style may augment the effect of stress on
immunocompetence and health problems.
The Relationship between Repression and Health Problems:
Empirical Evidence
As explained earlier, coping is viewed as mediating
the relationship between stress and physical health, and
repression is believed to be one type of maladaptive
coping that may make an individual more vulnerable to
stressors.

Recent literature reviews (Bonanno & Singer,

1990; Schwartz, 1990) indicate that a growing body of
evidence suggests that repressive coping may increase an
individual's risk for a variety of specific illnesses,
such as asthma (e.g., Mathe & Knapp, 1971), hypertension
(e.g., Davies, 1970), and cancer (e.g., Jensen, 1987).
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In particular, the hypothesized role of repression in
the development of cancer has generated a great deal of
interest and research over the years, including several
sophisticated, prospective studies.

To fully illustrate

the possible contribution of repression to health
problems, the first subsection below provides a
selective review of research in the area of repression
and cancer.

The second subsection reviews the program

of research conducted by Pennebaker and colleagues which
provides further evidence that (a) repressive coping may
increase a person's risk for the development of health
problems, (b) psychotherapy aimed at enabling the
expression of emotion may be effective in reducing this
risk, and (c) the mechanism by which repressive coping
contributes to poor health may involve suppression of
immunocompetence.
Repression and cancer.

In a provocative study

entitled, Cancer as an Alternative to Psychosis, Bahnson
and Bahnson (1964) concluded that the onset and
development of malignant tumors may be associated with
the excessive use of repression.

Similarly, earlier

studies by Kissen (1963a, 1963b) and Kissen and Eysenck
(1962) suggested that a general inhibition of emotional
reactions may be associated with cancer.

As pointed out

in critical reviews of this early research (Brown, 1966;
Eysenck, 1985a, 1985b; Perrin & Pierce, 1959), the major
methodological limitation of these studies is that they
were retrospective in nature; that is, these studies
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were carried out on patients already suffering from
cancer.

Thus, this early research could not rule out

another viable interpretation of the results:

rather

than repressive coping functioning as a contributory
factor, there may be a tendency for individuals to begin
to employ repressive coping as a result of the knowledge
of having a life-threatening illness.

Fortunately,

recent research has employed a more sophisticated,
prospective methodology to test the hypothesis that
repressive coping contributes to the onset and
development of cancer.
To control for the impact of knowledge of disease
status, Greer and Morris (1975) administered a battery
of personality measures to 150 women with breast tumors
before they were given the results of their biopsies.
Results indicated that, relative to those women with
benign tumors, those found to have malignant tumors had
a greater tendency to repress anger.

Although this

study appeared to have controlled for knowledge of
having cancer, it is possible that the women with
malignant tumors were somehow aware of having cancer
before receiving the results of their biopsies.

For

instance, Schwartz and Geyer (1984) found that many
patients seem to be aware that they have cancer before a
formal diagnosis is made.
Perhaps the most impressive research demonstrating
the relevance of repression to cancer is the work of
Grossarth-Maticek and colleagues (Grossarth-Maticek,
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1980; Grossarth-Maticek, Bastiaans, & Kanazir, 1985;
Grossarth-Maticek, Kanazir, Schmidt, & Vetter, 1982,
1985; Grossarth-Maticek, Sigrist, & Vetter, 1982).
These papers report on a completed 10-year follow-up
study in Yugoslavia and two ongoing follow-up studies
in Heidelberg.

The sample in the Yugoslavian prospective

study consisted of 1351 subjects between the ages of 59
and 69 years.

Psychosocial and health/medical data were

recorded periodically between 1969 and 1976.

Ten years

after starting the study, a group of physicians assessed
the occurrence of different diseases in the sample, and
diagnoses were recorded on death certificates for those
who died in the interim.
One personality measure employed in this study was
the Rational-Antiemotional Behaviour (R-A) Scale, an
11-item inventory that corresponds with other indicators
of repressive coping.

In this prospective study, R-A

Scale scores were highly correlated (£ = .51) with
cancer occurrence.

In addition, it was found that R-A

Scale scores had greater utility in predicting cancer
occurrence than did smoking status.

Interestingly, the

effects of the two factors appear to be synergistic;
that is, the effects of smoking were disproportionally
greater in those with high scores on the R-A Scale.

The

idea that repressive coping and smoking interact to
influence health, along with the notion that repressive
coping may play a role in maintaining smoking behavior,
are interesting hypotheses that will be examined in a
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program of research at the University of Dayton
(Frantsve & Reeb, in progress).
Grossarth-Maticek, Kanazir, Vetter, and Jankovic
(1983) supplemented their prospective correlational
research with an experimental manipulation that further
illustrates the role of repressive coping.

Women

suffering from terminal breast cancer were given
chemotherapy if they so desired.

With chemotherapy

status treated as a block (accepted vs. rejected),
patients were randomly assigned to psychotherapy or no
psychotherapy groups, creating a 2 X 2 factorial design.
The psychotherapy, referred to as creative novation
therapy, was designed to enable the patient to express
previously inhibited emotions and needs.

Results

indicated that patients who received both chemotherapy
and creative novation therapy had the longest mean
survival time (22.40 months), whereas patients receiving
neither therapy mode had the shortest mean survival time
(11.28 months).

Those receiving only one of the two

therapies had a mean survival time of 14.50 months.
Incredibly, the two types of therapies were reported as
being approximately equal in effectiveness.

Finally,

based on findings obtained in the Heidelberg prospective
study, Grossarth-Maticek, Eysenck, Vetter, and
Frentzel-Beyme (1986) suggest that creative novation
therapy may be useful in a prophylactic manner for
people who are at risk for cancer.
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As concluded by Grossarth-Maticek and Eysenck
(1990), preliminary evidence suggests that there may be
a "cancer-prone" personality characterized by a tendency
to "...be overly cooperative, appeasing, unassertive,
over-patient, avoiding of conflict, seeking harmony,
compliant, defensive, [and] suppress the expression of
emotion" (p. 355).

Research also suggests that

psychotherapies aimed at augmenting the expression of
emotion (e.g., creative novation therapy) may be helpful
as a supplement to chemotherapy in cancer patients and
as a prophylactic strategy for individuals at risk for
cancer.

If creative novation therapy and similar

approaches are beneficial in these endeavors, by what
mechanism do they produce the effects?

A research

program by Pennebaker and colleagues has yielded
additional evidence that repression may play a role in
health problems, and some findings from this program
suggest that approaches such as creative novation
therapy produce their effects via direct effect on the
immune system.

A selective review of Pennebaker's

research is provided in the next subsection.
Pennebaker1s general theory of inhibition.

Research

by Pennebaker and colleagues (reviewed in Pennebaker
& Susman, 1988) has tested his general theory of
inhibition, which centers around the idea that
inhibiting thoughts, feelings, or behaviors entails
physiological work.

According to this theory, the

result of inhibition, in the short term, is increased
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autonomic nervous system activity and an increase in
firing in specific regions of the brain.

In the long

term, the cumulative effect of inhibition is believed to
be associated with increases in stress-related diseases.
One study by Pennebaker (1985) compared the
physical health of people who have disclosed "traumatic"
or "upsetting" experiences with that of people who have
kept such experiences to themselves.

A wide range of

circumstances were considered in the study, including
such events as being violently attacked, the death of a
family member, and parental divorce.

Based on

information about the events gathered in a questionnaire,
subjects were assigned to one of three groups:

those

reporting that no traumas occurred during childhood (no
trauma group); those reporting one or more traumas, all
of which had been confided (trauma-confide group); and
those reporting one or more traumas, of which at least
one had not been confided (trauma-no confide group).
A comparison of the current health problems
experienced by each of the three groups indicated that
the trauma-no confide group was more likely than the no
trauma and trauma-confide groups to report major medical
illnesses (e.g., cancer) as well as minor health
problems (e.g., skin rashes) during the past year.
Relative to the no trauma group, both of the trauma
groups had significantly more visits to the physician in
the previous year and higher overall illness scores on a
health checklist.

Results also showed that early
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childhood experiences were more related to present
health problems than were recent traumas (i.e., those
experienced within the last three years).

Therefore, as

concluded by Pennebaker (1985), results of this study
lend support to the following statement:

experiencing

an early trauma significantly helps to predict a
person's health problems, and whether or not such an
experience has been confided adds further predictive
power.
Pennebaker and 0'Heeron (1984) sent questionnaires
to the spouses of suicide or accident victims
approximately one year after the deaths occurred.

Of

particular interest were the nature of the survivors'
illnesses during the year following the death, the
degree to which they had discussed the death with
others, and the degree to which they thought about the
death of the spouse.

Results showed that, the more the

survivors discussed the death, the less they ruminated
about the event and the fewer health problems they had
during the following year.

Further, the more subjects

ruminated about the death, the more health problems they
experienced during the subsequent year.
In an experiment by Pennebaker, Kiecolt-Glaser, and
Glaser (1988), subjects who had previously experienced
traumas were randomly assigned to a control group or a
trauma-combination group.

For twenty minutes a day on

four consecutive days, the control subjects wrote about
trivial experiences, while the trauma-combination group
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wrote about both the facts and their feelings
surrounding their personal traumas.

In order to assess

the body's natural immune response, raw blood samples
were collected from each of the subjects the day before
the experiment began, the last day following the
writing, and six weeks after the experiment ended.

Also

collected before, during, and after the experiment were
questionnaires, autonomic data, and health center
records .
Results showed that subjects in the traumacombination group displayed a significant
improvement in immune system functioning from the
beginning of the experiment to the end.

Six weeks

later, such differences tended to persist.

Health

center records also showed that those in the traumacombination condition, as compared to those in the control
condition, visited the health center significantly less
following the experiment than they did before it began.
The results of more recent studies yielding
findings similar to those described above have been
reported by Pennebaker (1993).

In this research,

individuals who were asked to either write or talk about
personally upsetting experiences displayed significant
improvements in physical health.

Results further

indicated that those people who used a higher proportion
of negative emotion words as opposed to positive emotion
words when writing (i.e., those people who admitted that
such experiences have been upsetting and did not try to
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minimize their impact) tended to have the most improved
health.

Finally, the increased use of insight, causal,

and self-reflective cognitive words across several days
of writing has been linked to improvements in health.
In other words, the construction of a coherent story
combined with the increased expression of negative
emotions resulted in writing that is of therapeutic
value.
In conclusion, the aforementioned research suggests
that use of repressive coping may augment the
deleterious effects of stress on immunocompetence and
health.
research.

The importance of this issue warrants further
For instance, there is a need for a more

complete understanding of the ways in which repressive
coping may increase an individual's vulnerability to
stress .
The Present Study
The present study was designed with the goal of
replicating and extending past research that has
(a) documented the validity of the repressive coping
construct and (b) demonstrated that use of repressive
coping is associated with health problems.

Three

different hypotheses were tested in this study.

First,

it was hypothesized that, as compared to non-repressors,
individuals identified by psychometric instruments as
using repressive coping would respond to a mildly
stressful laboratory procedure with the following
pattern:

significantly lower self-reported distress,
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accompanied by significantly higher levels of
physiological reactivity.

The self-report of low

distress by repressors in response to stress is believed
to reflect such individuals' true conscious beliefs;
therefore, repressors were expected to exhibit the above
response pattern despite a demand characteristic that
makes it socially desirable to report physiological
distress during the stressor.

The second hypothesis was

that repressors would report a significantly higher
number of health problems experienced during the last
year than would non-repressors.

The third hypothesis

was that repressors would obtain a significantly higher
score on a measure of vulnerability to stress than would
people who do not repress.

CHAPTER II
METHOD

Subj ects
Subjects were 63 undergraduate students at the
University of Dayton.

They received course credit for

their participation.

Informed consent (Appendix A) was

obtained from each subject prior to participation, and
each subject was debriefed (Appendix B) after he or she
participated.
Materials and Apparatus
Measures of Repression
In keeping with past research (e.g., Weinberger et
al., 1979), the upper and lower quartiles of both the
Marlowe-Crowne distribution and the Taylor Manifest
Anxiety Scale (Taylor MAS) distribution were employed
in order to construct the following two-by-two table:
(1) repressor (high Marlowe-Crowne, low MAS); (2) lowanxious (low Marlowe-Crowne, low MAS); (3) high-anxious
(low Marlowe-Crowne, high MAS); and defensive high
anxious (high Marlowe-Crowne, high MAS).

The fourth

pattern is rare and was not a focus of the present
study.

Since Weinberger suggested (personal communication

September 8, 1994) that supplementary procedures also be
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used when attempting to detect repressive coping, the
Weinberger Adjustment Inventory (WAI) was administered,
and the discrepancy between self-reported arousal and
physiological arousal during a stressful laboratory
procedure was examined.

Administering the WAI provides

the much-needed opportunity to establish further
validity for this instrument as an indicator of
repressive coping (Weinberger, in review).

The

discrepancy between self-reported arousal and
physiological arousal during times of stress has
already proven useful in detecting repressive coping
(see reviews in Shedler et al., 1993; Weinberger,
1990).

The aforementioned measures, as well as

additional instruments utilized in the present study,
are reviewed below.
Marlowe-Crowne Scale.

The Marlowe-Crowne Scale

(Appendix C; Crowne & Marlowe, 1964) is composed of 33
true/false items and was originally designed to detect
social desirability, i.e., "individuals who describe
themselves in favorable, socially desirable terms in
order to achieve the approval of others" (Crowne &
Marlowe, 1960, 1964, p. 394).

Subjects receive one

point for each item answered in the designated
direction, and each subject's overall score is based
upon the total number of points received.

Using a

sample of adults, the scale has been shown to have good
internal consistency.

Using Kuder-Richardson
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formula 20, the internal consistency has been computed
to be .88 (Crowne & Marlowe, 1960).

In addition, a

sample of college students was used to compute a
one-month test-retest correlation, and the value was
found to be .89 (Crowne & Marlowe, 1960).

The sample's

mean score was found to be 13.72.
Research following Crowne and Marlowe's (1960)
publication of their scale showed that the instrument
did not detect social desirability, as originally
intended.

Instead, the scale has been shown to measure

"defensiveness and protection of self-esteem" (Crowne &
Marlowe, 1964, p. 206).

As reviewed earlier, research

has indicated (e.g., Weinberger et al., 1979) that
people who receive a high score on the Marlowe-Crowne
as well as a low score on a trait anxiety scale (e.g.,
Taylor MAS) have a tendency to resort to repressive
coping in stressful situations.

High and low

defensiveness are defined as the upper and lower
quartiles of the Marlowe-Crowne distribution,
respectively.
Taylor Manifest Anxiety Scale (MAS).

The Taylor

MAS (Appendix D; Taylor, 1953), a self-report true/false
scale designed to indicate the intensity of anxiety
experienced by individuals, has several different
versions.

The version that has been primarily used in

the present area of research (see Weinberger et al.,
1979) consists of 50 anxiety-indicating items.

Subjects
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receive one point for each item answered in the
designated direction.

Each subject is given an overall

score based upon the total number of points received.
A population of undergraduates was used to calculate a
four-week test-retest correlation, yielding a Pearson
product-moment correlation of .88 (Taylor, 1953).
sample mean was found to be 14.56.

The

In conjunction with

the Marlowe-Crowne Scale, the MAS has been used
successfully in past research (e.g., Weinberger et al.,
1979) to single out those people who resort to a
repressive coping style in response to stress from people
who utilize more adaptive coping styles.

High and low

anxiety are defined as the upper and lower quartiles of
the Taylor MAS distribution, respectively.
Marlowe-Crowne and Taylor Manifest Anxiety
Composite.

The Marlowe-Crowne and Taylor Manifest

Anxiety Composite (Appendix E; see Davis & Schwartz,
1987) consists of the 33 items from the Marlowe-Crowne
and the 20 items on the Bendig (1956) Short-Form of the
Taylor (1953) Manifest Anxiety Scale.

The two scales

are scored individually, and subjects receive one point
for each item answered in the designated direction.
Regarding cutoff scores for the Marlowe-Crowne in the
present study, scores of 17 and above were considered
high defensiveness, and scores of 16 and below were
considered low defensiveness.

Cutoff scores of 9 and

above on the Bendig were considered high anxiety, while

34
scores of 8 and below were considered low anxiety.
Using these critteria, subjects were divided into the
following groups:

(1) repressor (high Marlowe-Crowne,

low Bendig); (2) low-anxious (low Marlowe-Crowne, low
Bendig); (3) high-anxious (low Marlowe-Crowne, high
Bendig); and (4) defensive high anxious (high MarloweCrowne, high Bendig).

As previously mentioned, the

fourth group is rare and was not a focus of the present
study.

The Marlowe-Crowne and Taylor Manifest Anxiety

Composite is considered to have similar reliability and
validity to the two individual scales (Weinberger, 1990).
Weinberger Adjustment Inventory (WAI).

The WAI

(see Appendix F for each of the scales and Appendix J
for what subjects responded to; Weinberger, in review),
a measure of social-emotional adjustment of both
adolescents and adults, is an 84-item true/false selfreport instrument.

Ten subscales comprise the inventory,

centering around the primary dimensions of distress
(anxiety, depression, low self-esteem, low well-being)
and self-restraints (suppression of aggression, impulse
control, consideration of others, responsibility).

Also

included are two defensiveness scales (repressive
defensiveness and denial of distress) and a validity
check.

Using internal consistency as well as test-retest

procedures (Weinberger, in review), reliability of the
WAI has been demonstrated, with coefficient alphas,
computed on a sample of guidance clinic outpatients, as
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follows:

.94 for distress; .89 for restraint;

.78 for

denial of distress; and .77 for repressive defensiveness.
The coefficients for a non-clinic sample follow:
distress; .90 for restraint;

.91 for

.76 for denial of distress;

and .82 for repressive defensiveness.

Scores above .70

for all subscales were computed on a sample of early
adolescents in a seven-month test-retest study.
Multitrait-multimethod analyses of self, teacher, and
peer ratings within a sample of sixth grade classrooms
demonstrated convergent and divergent validity for this
scale.
In the present project, the WAI was used as a
supplementary procedure to detect repressive coping,
because research reviewed by Weinberger (1990) suggests
that the WAI may be useful for this purpose.

Not only

have WAI scores been determined to correlate highly
with scores on the Marlowe-Crowne Scale (Weinberger et
al., 1979), but they have also been found to predict
repressive coping (low self-reported distress
accompanied by significant behavioral and physiological
distress) during stressful laboratory procedures
(reviewed in Weinberger, 1990).

Since the WAI is

relatively new, validity data for this instrument is
limited.

Therefore, Weinberger has recommended

(personal communication, September 8, 1994) that, until
further validity for the WAI is clearly established,
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researchers use the WAI only as a supplement to the
well-documented procedures for detecting repression.
The Brief Physiological Stress Profile (PSP).

The

Brief PSP was presented by computer-driven equipment
(Davicon MEDAC System/3).

The Brief PSP is a short,

standardized protocol for evaluating physiological
reactivity in response to a mild stress situation
(Davicon Biobehavioral Associates, 1991).

The computer

screen is used to present stimuli (questions similar to
those on an intelligence test), and the subject chooses
one of three answers offered and says it aloud.
collection and reduction is fully automated.

Data

Three

conditions with a combined recording time of 2.5
minutes comprise the Brief PSP: 1) Relaxation--initial
relaxation instructions; 2) Stress--a verbal performance
task; and 3) Recovery--additional relaxation instructions.
Using alternative stress conditions provided by the
Brief PSP, subjects underwent these conditions twice.
This procedure has been determined to be useful in
evaluating maladaptive physiological stress-reactions
in initial diagnostic evaluations (Davicon Biobehavioral
Associates, 1991).

As previously reviewed, similar

procedures have been used by researchers (e.g., Shedler
et al., 1993) to assist in detecting repressive coping.
In order to investigate the Brief PSP's validity in
identifying repressive coping, an undergraduate honors
thesis at the University of Dayton was completed (Macke &
Reeb, 1995).
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As subjects underwent the Brief PSP, the following
physiological modalities were monitored:

heart rate

(in beats per minute); neuromuscular (frontalis)
activity (in microvolts); skin conductance level (in
microhos/microSiemens); and skin temperature (in
degrees Fahrenheit).

In keeping with the approach used

by Weinberger et al. (1979), upon completion of the
Brief PSP, subjects were asked to estimate on a
Self-Report Scale (Appendix G) their awareness of
physiological reactions that occurred while they were
undergoing the Brief PSP.

The scale ranges from 1

("did not feel change in bodily sensation"), through 5
("felt some change in bodily sensation"), to 9 ("felt
much change in bodily sensation").

This scale has an

extremely subtle built-in demand characteristic
encouraging subjects to express emotionality.

Self-

report scales of this type are commonly used in
psychophysiological research, and scores on these
scales have been found to be moderately correlated with
behavioral and physiological arousal (Weinberger, 1990).
Measures of Health Status and Stress
Southern Methodist University (SMU) Health
Questionnaire.

The SMU Health Questionnaire (Appendix

H; Pennebaker & Susman, 1988) is a 69-item checklist
that assesses major (e.g., high blood pressure, cancer)
as well as minor (e.g., headaches, skin rashes) health
problems occurring during the past year. In addition,
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it investigates number of days hospitalized during that
period of time.

An illness score is derived by summing

the number of health problems checked by the subject.
The hospital score is derived by summing the number of
days in the hospital reported.

This checklist was

developed by Pennebaker and has been used regularly on
subjects of varying ages in Pennebaker's program of
research.

However, Pennebaker has never reported

specific reliability or validity coefficients for the
instrument.

Even though the checklist has strong face

validity, "face validity should never be regarded as a
substitute for objectively determined validity" (Anastasi,
1988, p.145).

In Pennebaker's research, however, scores

on the SMU Questionnaire have changed in the hypothesized
direction following intervention (e.g., Pennebaker et al.,
1988), and experiments demonstrating the effects of
selected variables on test scores is one important source
of data for construct validation (Anastasi, 1988).

The

present study may be thought of as providing further
evidence of validity for the SMU Questionnaire.

For

example, convergent validity is demonstrated if scores
on this checklist correlate with scores on the Symptoms
of Strain subscale of the Stress Audit, which is
described below.
Stress Audit.

The Stress Audit (Appendix I;

Miller, Mehler, & Smith, 1991) is a 238 item
guestionnaire that samples both the magnitude and types
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of stress experienced or anticipated by an individual
and evaluates his or her relative vulnerability to
stress.

Subjects are asked to rate items on a scale

from 0 to 5.

The Stress Audit is subdivided into 14

scales which center on the following three facets of
stress:

(1) Sources of Stress, (2) Symptoms of Strain,

and (3) Vulnerability subscales.

Sources of Stress

items are grouped into the following scales:

Family

(FA; e.g., marital difficulties), Individual Roles (IN;
e.g., meeting obligations to oneself), Social Being
(SB; e.g., leading a group), Environment (EN; e.g.,
violent crime in neighborhood), Financial (FI; e.g.,
loss of income), and Work/School (W/S; e.g., pressure
to do well at work or school).

Symptoms of Strain

items are organized into seven physiological system
scales, and they are as follows:

Muscular System (MS;

e.g., tension headaches), Parasympathetic Nervous
System (PNS; e.g., nausea), Sympathetic Nervous System
(SNS; e.g., migraine headaches), Emotional (EM; e.g.,
anxiety or panic), Cognitive System (COG; e.g., mental
confusion), Endocrine (END; e.g., diabetes), and Immune
System (IM; e.g., frequent bouts of flu).

Finally,

items on the Vulnerability subscale sample a person's
daily habits (eating, sleep, exercise, and recreation),
substance use (alcohol, caffeine, and tobacco), ability
to express emotions, and spiritual and social resources.
Subscale scores (Sources of Stress, Symptoms of Strain,
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Vulnerability) are derived by combining the total number
of points received on each scale within the particular
subscale.
Internal consistency/reliability for the Stress
Audit has been shown to be high (Miller et al., 1991),
with Hoyt's estimate of reliability coefficients for
the fourteen scales ranging from .76 to .98.

Another

approach to estimating internal consistency, Chronbach's
alpha, yielded coefficients between .87 and .93.

Test-

retest reliability coefficients for a group of nurses
tested one week apart ranged from .65 to .92.

For first-

year college students tested six weeks apart, test-retest
reliability coefficients ranged from .54 to .72.
Regarding the validity of the Stress Audit, the Sources
of Stress subscale correlated highly with the Symptoms
of Strain subscale (£ = .77; Miller et al., 1991), and
this implies a high degree of concurrent validity.

Also,

the Vulnerability subscale correlated significantly with
the Sources of Stress subscale (£ = .36) and the Symptoms
of Strain subscale (£ = .41), demonstrating further
evidence of concurrent validity for this measure.
Seventy-five percent of the variance in the Symptoms of
Strain subscale is accounted for by both the Sources of
Stress and Vulnerability subscales.

Finally, evidence

of the Stress Audit's construct validity has also been
reported; for example, the MMPI "neurotic triad"
(Hysteria, Depression, and Hypochondriasis) correlates
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significantly with the Symptoms of Strain subscale but
not with the Sources of Stress subscale (Miller, Mehler,
& Smith, 1991 ) .
Procedures
Procedures were organized into two phases.
Approximately half of the subjects completed the first
phase individually, and half were assembled into groups
ranging in size from a few people up to nearly 20.
First, subjects were asked to read and sign an informed
consent form (Appendix A).

Next, they were asked to

complete the following self-report instruments:

(a) the

Marlowe-Crowne and Taylor Manifest Anxiety Composite
(Appendix E); the SMU Health Questionnaire (Appendix H);
and the WAI (as seen by the subject and found in Appendix
J).

The reader is reminded that the WAI was used as a

supplementary procedure to detect repressive coping.
Scores on this scale were reviewed and compared to
scores on the Marlowe-Crowne and Taylor Manifest Anxiety
Composite.

The two scales were in agreement when

classifying the majority of repressors.

Completion of

the first phase required approximately 20 minutes.
The second procedural phase was conducted at a
later date and consisted of subjects individually
completing two trials of the Brief PSP, which is
described in detail in the Materials and Apparatus
subsection.

Upon completion of this task, subjects were
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asked to complete the Awareness of Bodily Reactions Scale
(Appendix G).

Finally, subjects completed the Stress

Audit (Appendix I) and were debriefed (Appendix B).
The second phase required approximately 60 minutes.

CHAPTER III
RESULTS

Hypothesis 1 had two specific components.

The

first part of this hypothesis stated that repressors
(as defined by use of the Marlowe-Crowne and Taylor
Manifest Anxiety Composite quartiles), compared to the
high-anxious and low-anxious subjects, would cope with
a mildly stressful laboratory procedure (the Brief PSP)
by reporting lower levels of emotional awareness
(Appendix G) on a self-report instrument that
incorporates an extremely subtle demand characteristic
encouraging emotional expression.

Means and standard

deviations for the three groups are summarized in Table
1.

Using group (repressor vs. low-anxious vs.

high-anxious) as the between-subjects variable, an
Analysis of Variance (ANOVA) was conducted on these
means.

This analysis revealed no significant

differences between the three groups on self-reported
awareness of reaction, F(2,60) = .51, £ = .60.
As a follow-up, planned t-tests were computed to
examine specific mean differences among the groups.
The repressor group's scores on the awareness scale
were not significantly different than those of the
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Table 1
Awareness Level of Physiological Changes by Group
Self-Report
Group

M

SD

Repressor

4.12

2.32

Low-Anxious

4.73

1.80

High-Anxious

4.46

1.56
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low-anxious group (M = 4.12 vs. M = 4.73, jt(37) = -.92,
£ = .35).

The repressor group's scores also were not

significantly different from those of the high-anxious
group (M = 4.12 vs. M = 4.45, t(39) = -.56, £ = .58).
Finally, scores for the low-anxious subjects did not
significantly differ from those of the high-anxious
subjects (M = 4.73 vs. M = 4.46, jt(44) = .54, £ = .59).
The second part of hypothesis 1 stated that the
repressor group would exhibit higher levels of
physiological reactivity during the Brief PSP relative
to the low-anxious and high-anxious groups.

A repeated

measures ANOVA was conducted, with group (repressor vs.
low-anxious vs. high-anxious) serving as the
between-subjects variable and phase of the Brief PSP
(relax vs. stressor vs. recovery) during trial 1 as the
within-subjects variable.
heart rate.

The dependent variable was

The ANOVA did not yield a main effect for

group, F(2, 60) = 2.16, £ = .12.

A main effect was

found, however, for phase, F(2,60) = 7.92, £ = .001.
Finally, the analysis demonstrated an interaction
between phase and group, F(4,120) = 5.88, £ < .001.
Table 2 presents mean heart rates and standard
deviations for the three different groups at each phase
of the Brief PSP.
Since an interaction was discovered for phase by
group, follow-up analyses were then performed to
determine specific mean differences between the
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Table 2
Phase Heart Rate by Group
Phase
Relax

Stressor

Recovery

Repressor

M = 73.09
SD = 3.09

M = 75.32
SD = 4.56

M = 73.87
SD = 3.81

Low-Anxious

M = 72.56
SD = 2.43

M = 72.51
SD = 2.61

M = 72.09
SD = 1.88

High-Anxious

M = 74.24
SD = 3.12

M = 74.12
SD = 2.86

M = 73.61
SD = 3.80

Group
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different phases for each group.

Thus, three ANOVAs

were conducted using phase as a within-subjects
variable.

For the repressor group, the ANOVA yielded

significance, F(2,15) = 9.54, £ = .002.

Further

analyses then showed that the repressor group's heart
rates were significantly higher during the stressor
phase than during the relax phase (M = 75.32 vs. M =
73.09, £(16) = -3.88, £ = .001).

The repressors' heart

rates were also significantly higher during the
stressor phase than during the recovery phase (M =
75.32 vs. M = 73.87, £(16) = 3.15, £ = .006).

The

heart rates during the relax and recovery phases were
not significantly different (M = 73.09 vs. M = 73.87,
£(16) = -1.21, £ = .24).
For the low-anxious group, the ANOVA resulted in
nonsignificance, F(2,2O) = 1.00, £ = .39.

Further

analyses showed that the heart rates for the
low-anxious group were not significantly different
during the relax phase as opposed to the stressor phase
(M = 72.56 vs. M = 72.51, £(21) = .16, £ = .88).

Heart

rates during the relax phase were also not
significantly different than those of the recovery
phase (M = 72.56 vs. M = 72.09, £(21) = 1.44, £ = .16).
Finally, the stressor and recovery phases did not
result in significantly different heart rates for the
low-anxious group (M = 72.51 vs. M = 72.09, £(21) =
1.06, £ =.30).
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The ANOVA on the high-anxious group also resulted
in nonsignificance, F(2,22) = 2.69, £ = .09.
analyses revealed

Further

that the high-anxious subjects'

heart rates during the relax phase were not
significantly different than they were during the
stressor phase (M = 74.24 vs. M = 74.12, £(23) = .60, £ =
.55).

However, heart rates during the relax phase

were significantly higher than during the recovery
phase (M = 74.24 vs. M = 73.61, £(23) = 2.26, £ = .03).
Stressor and recovery heart rates for the high-anxious
group were not significantly different (M = 74.12 vs. M =
73.61 , £(23) = 1.43, £ = .17).
Next, three one-way ANOVAs were conducted using
group (repressor vs. low-anxious vs. high-anxious) as
the between-subjects factor and heart rate from one of
the three phases (relax, stressor, or recovery) of the
Brief PSP as the dependent variable.

In the first

ANOVA, with heart rate during the relax phase as the
dependent variable, results were nonsignificant,
F(2,60) = 2.04, £ = .14.

Results did show, however,

that the low-anxious heart rates were significantly
lower than the high-anxious rates during this phase (M =
72.56 vs. M = 74.24, £(44) = -2.03, £ = .05).

The

repressor group's heart rates, however, were not
significantly different from the low-anxious rates (M =
73.09 vs. M = 72.56, £(37) = .60, £ - .55).

In

addition, the repressor and high-anxious groups did not
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display significantly different heart rates during the
relax phase (M = 73.09 vs. M = 74.24, £(39) = -1.17, £ =
.25) .
A one-way ANOVA with stressor heart rate as the
dependent variable did yield significant results,
F(2,60) = 3.50, £ = .04.

Further analyses showed that

the repressor group demonstrated a significantly higher
heart rate during the stressor phase than did the
low-anxious group (M = 75.32 vs. M = 72.51, £(37) =
2.42, £ = .02).

The high-anxious group also

demonstrated a significantly higher heart rate during
this phase relative to the low-anxious group (M = 74.12
vs. M = 72.51, £(44) = -1.98, £ = .05).

The repressor

group's heart rates and the high-anxious group's heart
rates during the stressor phase, however, were not
significantly different (M = 75.32 vs. M = 74.12, £(39) =
1.04, £ = .31) .
Finally, a one-way ANOVA with heart rate during
the recovery phase as the dependent variable yielded
nonsignificance, F(2,60) = 1.81, £ = .17.

Further

analyses revealed that the repressor group's heart
rates did not significantly differ from those of the
low-anxious group during recovery (M = 73.87 vs.
M = 72.09, £(37) = 1.92, £ = .06).

The repressors'

rates were also not significantly different than the
high-anxious rates for this phase (M = 73.87 vs. M =
73.61, £(39) = .22, £ = .83).

Finally, the low-anxious
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and high-anxious groups did not display significantly
different heart rates (M = 72.09 vs. M = 73.61, £(44) =
-1.69, £ = .10).
In summary, the above analyses revealed that the
three groups (repressor, low-anxious, and high-anxious)
did not report significantly different levels of
emotional awareness on a self-report instrument, even
though it did incorporate an extremely subtle demand
characteristic encouraging emotional expression.
Results showed, however, that the groups did differ in
the way they reacted to the three phases of the Brief
PSP, although the three groups differed only during the
stressor phase.

In addition, the repressors showed a

clear pattern of physiological reactivity in the Brief
PSP .
Hypothesis 2 stated that repressors would report a
significantly higher number of problems on health
checklists (Appendices H and I) as compared to the
low-anxious and high-anxious subjects.

A Multivariate

Analysis of Variance (MANOVA) was employed with group
(repressor vs. low-anxious vs. high-anxious) as the
between-subjects factor.

Parts 1 and 2 (number of

illnesses and days hospitalized, respectively) of the
SMU Health Questionnaire (Appendix H) and the Symptoms
of Strain subscale of the Stress Audit (Appendix I)
served as the dependent variables.

Results were

significant, F(6,116) = 3.35, £ = .004.

Upon viewing
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the significance of this result, univariate analyses
were conducted on each dependent variable separately.
Using group (repressor vs. low-anxious vs.
high-anxious) as the between-subjects variable, an
ANOVA on the Symptoms of Strain subscale resulted in
significance, F(2,60) = 7.29, £ = .001.

Please see

Table 3 for the means and standard deviations of each
group on this dependent variable.

Follow-up analyses

were next performed to examine the significance of
specific differences among group means on the Symptoms
of Strain subscale.

Contrary to prediction, the group

of repressor subjects had a significantly lower score
relative to the high-anxious subjects (M = 54.76 vs. M =
68.54, jt(39) = -3.53, £ = .001).

The low-anxious

group also had a significantly lower score compared to
the high-anxious group (M = 58.73 vs. M = 68.54, t.(44) =
-2.63, £ = .01).

However, the repressor subjects and

low-anxious subjects were not significantly different
(M = 54.76 vs M = 58.73, t(37) = -1.10, £ = .28).
An ANOVA on part 1 (number of illnesses) of the
SMU Questionnaire with group (repressor vs. low-anxious
vs. high-anxious) as the between-subjects factor also
resulted in significance, F(2,60) = 8.89, £ < .001.
Means and standard deviations for each of these groups
are illustrated in Table 4.

Again, follow-up analyses

were performed to examine the significance of specific
differences among group means on this part of the
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Table 3
Symptoms of Strain Subscale Score by Group
Score
M

SD

Repressor

54,76

10.40

Low-Anxious

58.72

11.67

High-Anxious

68.54

13.48

Group
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Table 4
Southern Methodist University Illness Score by Group
Score
Group

M

SD

Repressor

6.53

3.81

Low-Anxious

7.86

5.02

12.71

5.80

High-Anxious
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questionnaire.

The repressor group was not

significantly different from the low-anxious group (M =
6.53 vs. M = 7.86, £(37) = -.91, £ = .37).

Again,

contrary to prediction, the group of repressors had
a significantly lower score on part 1 relative to
the high-anxious group (M = 6.53 vs. M = 12.71, £(39) =
-3.84, £ < .001).

In addition, the low-anxious group

had a significantly lower score relative to the
high-anxious group (M = 7.86 vs. M = 12.71, £(44) =
-3.02, £ = .004).
An AN0VA on part 2 (days hospitalized) of the SMU
questionnaire using group (repressor vs. low-anxious
vs. high-anxious) as the between-subjects variable
yielded nonsignificant results, F(2,60) = .08, £ = .93.
The means and standard deviations for each group are
represented in Table 5.

Follow-up analyses revealed

that the repressor group's scores on this instrument
were not significantly different from those of the
low-anxious group (M = .29 vs. M = .36, £(37) = -.22, £ =
.82).

The repressors' scores were also not

significantly different than the high-anxious group's
scores (M = .29 vs. M = .27, £(39) = .10, £ = .92).
Finally, the low-anxious and high-anxious groups did
not significantly differ in their scores (M = .36 vs. M =
.27, £(44) = .41, £ = .68).
The final hypothesis stated that the repressors
would obtain a significantly higher score on the
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Table 5
Southern Methodist University Hospital Score by Group
Score
M

SD

Repressor

.29

.97

Low-Anxious

.36

.95

High-Anxious

.27

.53

Group
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Vulnerability subscale of the Stress Audit relative to
the low-anxious and high-anxious subjects.

Table 6

illustrates the means and standard deviations for each
group on the Vulnerability subscale.

An ANOVA was

performed using group (repressor vs. low-anxious vs.
high-anxious) as the between-subjects variable.

The

differences between the three groups approached
significance, F(2,60) = 2.54, £ = .09.

Analyses did

show, however, that the low-anxious group's scores on
the Vulnerability subscale were significantly lower
than those of the high-anxious group (M = 46.91 vs. M =
52.25, £(44) = -2.10, £ = .04).

The scores of the

repressor and low-anxious groups, on the other hand,
were not significantly different (M = 49.82 vs. M =
46.91, £(37) = 1.13, £ = .26).

In addition, the

repressor and high-anxious subjects' scores were not
significantly different (M = 49.82 vs. M = 52.25, £(39) =
-1.04, £ = .31).
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Table 6
Vulnerability Subscale Score by Group
Score
M

SD

Repressor

49.82

6.10

Low-Anxious

46.91

9.13

High-Anxious

52.25

8.16

Group

CHAPTER IV
DISCUSSION

Hypothesis 1 stated that the repressor group,
relative to the low-anxious and high-anxious groups,
would cope with a mildly stressful laboratory procedure
(the Brief PSP) by exhibiting lower levels of selfreported distress on a measure of emotional awareness
that incorporates an extremely subtle demand characteristic
encouraging the expression of emotion.
support this hypothesis:

Data did not

no significant difference was

found between the three groups on the self-report measure
of emotional awareness.
The above finding is consistent with a finding
obtained in an honors thesis at the University of Dayton
(Macke & Reeb, 1995), which was a pilot study using a
similar self-report measure of emotional awareness.
Likewise, a study by Weinberger et al. (1979) yielded
nonsignificant results for a group of repressors
compared to a group of nonrepressors.

In the Weinberger

et al. (1979) study, subjects filled out a similar selfreport measure of emotional reactivity following a
stressor.

Although the self-report instrument used by

Weinberger et al. (1979) did not incorporate a demand
characteristic encouraging subjects to express emotions,
58
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the self-report measure used in the present study did
incorporate an extremely subtle demand characteristic.
Thus, when conceptualizing this study, it was believed
that a self-report scale with a demand characteristic such
as this would clearly distinguish between the repressors
and nonrepressors.

As noted by Weinberger and Davidson (in

review):
If repressors' expressive behavior is primarily
regulated by internal standards (including defenses
against awareness of emotion), they should be
relatively insensitive to this kind of
manipulation ... Uni ike impression managers, they
should not be significantly more emotionally
disclosing when strongly encouraged to be than when
encouraged to remain discreet.
(p. 7)
Indeed, results of the aforementioned study
(Weinberger & Davidson, in review) supported the above
hypothesis.

In the procedure of their study, however,

the demand characteristic encouraging subjects toward
emotional expression was much more blatant compared to the
one employed in the present study.

In the Weinberger and

Davidson (in review) study, for example, the following
introduction was provided to subjects when undergoing
the "emotionally expressive" condition:
Subjects who seem to do particularly well on this
task allow themselves to be vulnerable, and reveal
their negative feelings and views of themselves as
well as their positive ones. They acknowledge that
they, like everyone else, have shortcomings and they
don't try to hide them.
(p. 12)
Therefore, it may be hypothesized that, in order to clearly
distinguish repressors from nonrepressors, self-report
measures assessing awareness of emotional reactivity must
incorporate the following:

a demand characteristic
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blatantly encouraging the expression of emotion.

This

hypothesis could be tested in a study comparing the selfreported emotionality of repressor versus nonrepressor
subjects on self-report instruments which have demand
characteristics ranging from subtle to obvious.
Another possible interpretation of this nonsignificant
finding is that all subjects were too busy concentrating
on the task at hand to adeguately focus on and report
noticeable changes in bodily reaction.

As a result,

subjects from the three groups simply reported a moderate
level of bodily reaction.

Another possible explanation is

that the self-report scale did not offer subjects a broad
enough "range of reaction" for any significance to be evident
The scale used in this study ranged from "1" to "9."

It is

possible that a scale ranging from "1" to "100," for
example, would yield significant differences between the
three groups.

Also suggested is the use of a "forced

choice" scale (i.e., "yes" vs. "no").

Since a "forced

choice" scale would eliminate the option of choosing a
moderate rating, it may help in distinguishing the
repressors from nonrepressors.

Those subjects who

respond "yes" on such a scale could then be given a
broad-range scale to see where along the continuum of
"awareness" each subject lies.

In addition, it would be

helpful to ask the subjects to list the specific bodily
changes they notice during the task.

Group differences

regarding specific physiological changes could be
examined.
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Hypothesis 1 also stated that the repressor group,
compared to the low-anxious and high-anxious groups,
would exhibit greater physiological reactivity during
the stressful task.
partially supported:

This part of the hypothesis was
although the repressor group did

not significantly differ in heart rate from the other
two groups during the relax or recovery phase of the task,
the repressor group did display a significantly higher
heart rate during the stressor phase than did the lowanxious group.

The

repressors' heart rates were not,

however, significantly different than the high-anxious
group's rates during this phase.

As speculated earlier,

the significant difference between the repressor and lowanxious heart rates may be because the act of repressing
actually entails physiological "work" (i.e., makes the
body work harder than when not repressing).

No

difference may have been found between the repressor and
high-anxious heart rates, however, because anxiety, like
the act of repressing, also involves physiological "work."
Results further showed that only the repressors
displayed a significant increase in heart rate from the
relax phase to the stressor phase.

They then showed a

significant decrease in rate from the stressor to the
recovery phase.

Relax and recovery rates were not

significantly different for the repressor group.

The

low-anxious group did not display significantly
different heart rates from any one phase to another.
Further, for the high-anxious group, the stressor phase

62
heart rates were not significantly different from either
the relax or the recovery phase.
The preceding results are consistent with those
obtained by Macke and Reeb (1995).

In addition, these

findings are consistent with those of past research
(e.g., Shedler et al., 1993; Weinberger, 1990).

As in

the present study, the heart rates of repressors were
compared with those of nonrepressors (i.e., low-anxious
and high-anxious subjects) before, during, and after a
stressful task.

In these past studies, too, only the

group of repressors displayed significantly higher heart
rates during the stressor phrase relative to the relax
and recovery phases.
Please note that during the Brief PSP, in addition
to heart rate, several other physiological measures were
also recorded, including:

neuromuscular (frontalis)

activity (in microvolts); skin conductance level (in
microhos/microSiemens); and skin temperature (in degrees
Fahrenheit).

However, due to technological difficulties,

analysis of these variables was postponed, but will be
analyzed at a later date.

Due to the problem of

"individual response stereotypy," i.e., individual
differences regarding which physiological channel reacts
under stress (Lacey, 1959), it is necessary to evaluate
several physiological channels so as not to obscure the
physiological reactivity of individuals with particular
response proclivities.
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Hypothesis 2 stated that repressors would report a
significantly higher number of problems on health
checklists as compared to the low-anxious and high-anxious
subjects.

The hypothesis was not supported, but some

significant differences were found between the three groups.
Contrary to the hypothesis, the high-anxious group reported
the greatest number of physical symptoms and illnesses.
Nevertheless, this result is consistent with the body of
research (e.g., reviewed in Costa & McCrae, 1992)
demonstrating that individuals obtaining high scores on
self-report measures of trait anxiety have a tendency to
experience and report more health difficulties compared
to people who obtain low scores on such measures.

In

addition, the results are consistent with the Macke and
Reeb (1995) pilot study, wherein the repressors reported
few health problems.

However, the present study's results

are inconsistent with the results obtained by Pennebaker
(1985) in which the repressors, relative to the nonrepressors
did indeed report a higher level of health problems using the
very same scale.

An interesting point to keep in mind

is that the subjects in Pennebaker's (1985) study were
older (mostly around age 35) than the undergraduates in
the present study.
A possible explanation for the inconsistency between
the present findings and those of Pennebaker (1985) is that,
in the earlier study, subjects underwent blood tests and
comprehensive physical examinations.

As a result, the

physical examinations in the Pennebaker (1985) study may
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have been "reactive" (i.e., knowledge of the upcoming
examination and blood tests may have influenced the
repressors to be more accurate when reporting past health
problems).

The present study, on the other hand, did not

take this extra step.

It is possible, therefore, that some

subjects more accurately reported their health problems than
others, since the responses were not being verified by
medical documentation.

In regards to the low-anxious

group, perhaps this group actually has fewer health problems
than the high-anxious group.

As far as the repressors are

concerned, the reader is reminded of the following speculation
by Weinberger et al. (1979):

"As mentioned earlier, a

repressive style of handling stress may lead to a proneness
to physical disease, though repressors may also avoid seeking
medical care..." (p. 379).

Preliminary evidence does

demonstrate that repressors do, indeed, avoid seeking needed
medical care (Cochrane, 1969).
Although the high-anxious group did report a greater
number of health difficulties relative to the other two
groups, no significant difference was found in regards to
number of days hospitalized.

This finding may be related

to the age of the subjects (i.e., this age group generally
displays little variability in health problems and the
expected rate of hospitalization is low).
Another possible explanation for the nonsignificant
difference between the three groups in regards to days
hospitalized is that the subjects in this study were too
young for their maladaptive means of coping (i.e.,
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repression) to have significantly affected their health
up to this point.

Future research would be advised to

collect a sample of older, possibly middle-aged,
subjects who have a greater chance of suffering negative
consequences of their maladaptive coping.

Longitudinal

research is also suggested in order to determine if the
negative consequences have a cumulative effect from year
to year (or from one time period to the next).
Finally, the possibility that the instrument used
in the present study is inappropriate for the college
population must be considered.

Future research may

want to utilize a different measure or perhaps devise
an instrument that is specifically geared towards
college students.
Hypothesis 3 stated that the repressor group would
obtain a significantly higher score on the Vulnerability
subscale of the Stress Audit when compared to the lowanxious and high-anxious groups.
supported by the data:

This hypothesis was not

no significant difference was

found between the three groups.

As mentioned above, the

subjects in this study may not have yet suffered negative
consequences of their coping, and little variability is
expected for this age group.

In addition, repressors

may have a tendency to deny their vulnerabilities.

As

noted above, one suggestion for future research is to
collect a sample of older subjects whose health is
expected to be more variable and whose bodies might be
more susceptible to stress due to years of maladaptive
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coping.

However, until this research is completed, the

null hypothesis (i.e., repressors are not more
vulnerable) must be accepted.
An aspect of the present study worth noting is the
fact that, although the repressors tended to report the
least health problems of the three groups (in addition
to a lower vulnerability to stress than the high-anxious
subjects), the repressor group showed the most
physiological reactivity during the Brief PSP.

Even though

the subjects who displayed the most reactivity were
hypothesized to have the greatest number of health
difficulties, the obtained results are interpretable with
the theoretical framework presented in the Introduction.
That is, the group of repressors shows evidence of
vulnerability on the Brief PSP but, perhaps due to
repressive coping, these subjects may have neglected to
endorse self-report items indicating health
problems/vulnerabilities.
Summary
As the preceding paragraphs demonstrate, only one
of the hypotheses of the present study was partially
supported.

However, the findings are interpretable,

and they suggest some interesting directions for future
research.

During the Brief PSP, only the group of

repressors displayed an increase in physiological reactivity
On the self-report instrument assessing the extent to which
subjects were aware of emotional responses during the Brief
PSP, no significant differences were found between the three
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groups.

Several possible reasons for this result were

offered, with most of them involving characteristics of
this study's self-report instrument of emotional awareness.
As previously suggested, additional research may be
needed to develop a more valid instrument for use in this
area.

Contrary to expectation, the repressors did not

report higher levels of health difficulties relative to
low-anxious or high-anxious subjects.

In addition, the

repressors did not endorse more items on an instrument
measuring vulnerability to health problems.

However, it

is important to note that the measures of health problems
and vulnerability factors were self-report measures, and
repressors have been shown to under-report problems on
some measures such as these.

Therefore, their low

scores on these instruments may have been further
manifestations of their repressive style of coping.
However, further research is needed to determine the
validity of this speculation.

Appendix A
Informed Consent to Participate as a Research Subject

This study examines the implications of different
strategies of coping with stress. The study involves
two phases. In the first phase, subjects will be asked
to complete several questionnaires. In the second
phase, subjects will participate in a series of computer
tasks which require them to answer questions resembling
those on an intelligence test. As subjects complete
these questions on the computer, physiological responses
will be measured by attaching two velcro strips around
the fingers and one sensor to the forehead for a short
time. State-of-the-art equipment is used to assess
these responses and no pain or distress is involved. In
total, the experiment will take approximately two hours
to complete and you will receive 2 credits toward your
required hours. Following participation, you will be
debriefed on an individual basis to help you understand
the purpose of the study. Your identity will remain
confidential; all information will be stored in a locked
filing cabinet and identification numbers will be used
rather than names. If you have any questions regarding
this study, please contact the principal investigator,
Charlotte Huffer (253-1680) or her supervisor, Roger N.
Reeb, Ph.D. (229-2395).
I have voluntarily decided to participate in this
experiment. Any and all of my questions regarding the
procedures involved have been adequately answered by the
investigator. I understand that I may voluntarily
terminate my participation in this experiment anytime
and I will still receive full credit for the research
requirement. Additionally, I certify that I am at least
18 years of age.

Signature of Subject

Date

Signature of Witness

Date
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Appendix B
Debriefing Form

Thank you for your participation in this study. In
brief, this study examines the types of health problems
experienced by individuals using various coping styles.
It further investigates the likelihood that certain
coping styles add to a person's vulnerability to stress.
Please feel free to ask any questions that you may have
concerning the focus of the study or the method with
which it was conducted. For those subjects who are
interested in reading about this area of research, two
references are provided below. If you experienced any
distress as a result of participation in this study,
please feel free to contact the principal investigator,
Charlotte Huffer (253-1680), her supervisor, Roger N.
Reeb, Ph.D. (229-2395), or the counseling center
(229-3141 ).
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Appendix C
Marlowe-Crowne Scale

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.

Before voting I thoroughly investigate the
qualifications of all the candidates.
I never hesitate to go out of my way to help
someone in trouble.
It is sometimes hard for me to go on with my work
if I am not encouraged.
I have never intensely disliked anyone.
On occasion I have had doubts about my ability to
succeed in life.
I sometimes feel resentful when I don't get my way.
I am always careful about my manner of dress.
My table manners at home are as good as when I eat
out in a restaurant.
If I could get into a movie without paying for it
and be sure I was not seen, I would probably do
it .
On a few occasions, I have given up doing something
because I thought too little of my ability.
I like to gossip at times.
There have been times when I felt like rebelling
against people in authority even though I knew
they were right.
No matter who I'm talking to, I'm always a good
listener.
I can remember "playing sick" to get out of
something.
There have been occasions when I took advantage of
someone.
I'm always willing to admit it when I make a
mistake.
I always try to practice what I preach.
I don't find it particularly difficult to get along
with loud mouthed, obnoxious people.
I sometimes try to get even, rather than forgive
and forget.
When I don't know something I don't at all mind
admitting it.
I am always courteous, even to people who are
disagreeable.
At times I have really insisted on having things my
own way.
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Appendix C (continued)
Marlowe-Crowne Scale
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.

There have been occasions when I felt like smashing
things.
I would never think of letting someone else be
punished for my wrongdoings.
I never resent being asked to return a favor.
I have never been irked when people expressed ideas
very different from my own.
I never make a long trip without checking the
safety of my car.
There have been times when I was guite jealous of
the good fortune of others.
I have almost never felt the urge to tell someone
off .
I am sometimes irritated by people who ask favors
of me.
I have never felt that I was punished without
cause.
I sometimes think when people have a misfortune
they only got what they deserved.
I have never deliberately said something that hurt
someone's feelings.

Appendix D
Taylor Manifest Anxiety Scale

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.

I believe I am no more nervous than most others.
I work under a great deal of tension.
I cannot keep my mind on one thing.
I am more sensitive thanmost other people.
I frequently find myself worrying about something.
I am usually calm and not easily upset.
I feel anxiety about something or someone almost all
the time.
I am happy most of the time.
I have periods of such great restlessness that I
cannot sit long in a chair.
I have sometimes felt that difficulties were piling
up so high that I could not overcome them.
I find it hard to keep my mind on a task or job.
I am not unusually self-conscious.
I am inclined to take things hard.
Life is a strain for me much of the time.
At times I think I am no good at all.
I am certainly lacking in self-confidence.
I do not tire quickly.
I have very few headaches.
I frequently notice my hand shakes when I try to do
something.
I worry quite a bit over possible misfortunes.
I am very seldom troubled by constipation.
I have a great deal of stomach trouble.
I have had periods in which I lost sleep over worry.
My sleep is fitful and disturbed.
I wish I could be as happy as others seem to be.
I cry easily.
It makes me nervous to have to wait.
I have been afraid of things or people that I know
could not hurt me.
I certainly feel useless at times.
I am a high-strung person.
I sometimes feel that I am about to go to pieces.
I shrink from facing a crisis or difficulty.
I am entirely self-confident.
I am troubled by attacks of nausea.
I worry over money and business.
I blush no more often than others.
I have diarrhea once a month or more.
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Taylor Manifest Anxiety Scale
38.
39.
40.
41.
42.
43.
44.
45.
45.
47.
48.
49.
50.

I practically never blush.
I am often afraid that I am going to blush.
I have nightmares every few nights.
My hands and feet are usually warm enough.
I sweat very easily even on cool days.
Sometimes when embarrassed, I break out in a sweat
which annoys me greatly.
I hardly ever notice my heart pounding and I am
seldom short of breath.
I feel hungry almost all the time.
I dream frequently about things that are best kept
to myself.
I am easily embarrassed.
I sometimes become so excited that I find it hard
to get to sleep.
I must admit that I have at times been worried beyond
reason over something that really did not matter.
I have very few fears compared to my friends.

Appendix E
Marlowe-Crowne and Taylor Manifest Anxiety Composite

Please read each statement and decide whether you feel in
general that it is mostly true as applied to you, or
mostly false. Then circle your answer next to the
statement. Answer true to positively stated questions if
they are true as often or more often than stated. For
example, answer "True" to "Occasionally, I play poker" if
you play occasionally or more often.
Circle true(T) or false(F):
T

F

1.

T

F

2.

T
T

F
F

3.
4.

T

F

5.

T

F

6.

T
T
T

F
F
F

7.
8.
9.

T

F

10 .

T
T
T
T

F
F
F
F

11 .
12.
13 .
14.

T

F

15 .

T

F

16.

T

F

17.

T
T
T

F
F
F

18.
19.
20.

I find it hard to keep my mind on a task or
job.
I am sometimes irritated by people who ask
favors of me.
I am happy most of the time.
Before voting I thoroughly investigate the
qualifications of all the candidates.
I believe I am no more nervous than most
others.
I sometimes think when people have a misfortune
they only got what they deserved.
I am more sensitive than most other people.
I like to gossip at times.
On occasion I have had doubts about my ability
to succeed in life.
There have been occasions when I took advantage
of someone.
I am a high-strung person.
I have never intensely disliked anyone.
I cannot keep my mind on one thing.
I never make a long trip without checking the
safety of my car.
I have periods of such great restlessness that
I cannot sit long in a chair.
I am always courteous, even to people who are
disagreeable.
On a few occasions, I have given up doing
something because I thought too little of my
ability.
I am always careful about my manner of dress.
At times I think I am no good at all.
I have never felt that I was punished without
cause.
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T

F

T
T
T
T

F
F
F
F

T

F

T
T

F
F

T

F

T
T

F
F

T
T

F
F

T
T
T

F
F
F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

T

F

21 . When I don't know something I don't mind at all
admitting it.
22 . I am usually calm and not easily upset.
23. I never resent being asked to return a favor.
24. I am not unusually self-conscious.
25. I sometimes try to get even, rather than
forgive and forget.
26. If I could get into a movie without paying and
be sure I was not seen, I would probably do it.
27. I work under a great deal of tension.
28. I have never deliberately said something that
hurt someone's feelings.
29. I can remember "playing sick" to get out of
something.
30. I am inclined to take things hard.
31 . I sometimes feel resentful when I don't get my
way.
32 . Life is a strain for me much of the time.
33 . No matter who I'm talking to, I'm always a good
1istener.
34. I certainly feel useless at times.
35 . I always try to practice what I preach.
36 . There have been times when I was guite jealous
of the good fortune of others.
37 . I sometimes feel that I am about to go to
pieces.
38. I have never been irked when people expressed
ideas very different from my own.
39. My table manners at home are as good as when I
eat out in a restaurant.
40. There have been occasions when I felt like
smashing things.
41 . I have sometimes felt that difficulties were
piling up so high that I could not overcome them
42 . I never hesitate to go out of my way to help
someone in trouble.
43. It is sometimes hard for me to go on with my
work if I am not encouraged.
44 . At times I have really insisted on having
things my own way.
45 . I feel anxiety about something or someone
almost all the time.
46. I'm always willing to admit it when I make a
mistake.
47. There have been times when I felt like
rebelling against people in authority even
though I knew they were right.
48 . I freguently find myself worrying about
something.
49. I have almost never felt the urge to tell
someone off.
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T
T

F 50.
F 51.

T
T

F 52.
F 53.

I shrink from facing a crisis or difficulty.
I don't find it particularly difficult to get
along with loud-mouthed, obnoxious people.
I am certainly lacking in self-confidence.
I would never think of letting someone else be
punished for my wrongdoings.

Appendix F
Weinberger Adjustment Inventory

I.

Subjective Experience of Distress (29 items)
A.

Anxiety (ANX)
1. I spend a lot of time thinking about things
that might go wrong.
2. I usually don't let things upset me too much.
3. Most of the time, I really don't worry about
things very much.
4. I worry about things that aren't important.
5. I get nervous when I know I need to do my best
(on a job, team, etc.).
6. In recent years, I have felt more nervous or
worried about things than I have needed to.
7. I feel afraid something terrible might happen
to me or somebody I care about.
8. I feel nervous or afraid that things won't
work out the way I would like them to.

B.

Depression (DEP)
1. I often feel that nobody really cares about
me the way I want them to.
2. In recent years, there have been a lot of times
when I've felt unhappy or down about things.
3. I often feel like not trying anymore because I
can't seem to make things better.
4. I often feel sad or unhappy.
5. I get into such a bad mood that I feel like
just sitting around and doing nothing.
6. I feel so down and unhappy that nothing makes
me feel much better.
7. I feel lonely.

C.

Low
1.
2.
3.
4.
5.
6.
7.

Self-Esteem (LSE)
I'm not very sure of myself.
I really don't like myself very much.
I sometimes feel so bad about myself that I
wish I were somebody else.
I usually feel I'm the kind of person I
want to be.
I feel I can do things as well as other
people can.
I feel that I am a special or important person.
I feel that I am really good at things I try
to do.
77

78
Appendix F (continued)
Weinberger Adjustment Inventory
D.

II.

Low Well-Being (LWB)
1. I enjoy most of the things I do during the
week.
2. No matter what I'm doing, I usually have a
good time.
3. I usually think of myself as a happy person.
4. I usually have a great time when I do things
with other people.
5. I'm the kind of person who smiles and laughs
a lot.
6. I'm the kind of person who has a lot of fun.
7. I feel very happy.

Self-Restraint (30 items)
A.

Suppression of Aggression (SOA)
1. People who get me angry better watch out.
2. If someone tries to hurt me, I make sure I
get even with them.
3. If someone does something I really don't
like, I yell at them about it.
4. I lose my temper and "let people have it"
when I 'm angry.
5. I pick on people I don't like.
6. I say something mean to someone who has
upset me.
7. When someone tries to start a fight with me,
I fight back.

B.

Impulse Control (IMC)
1. I'm the kind of person who will try anything
once, even if it's not that safe.
2. I should try harder to control myself when
I 'm having fun.
3. I do things without giving them enough
thought.
4. I become "wild and crazy" and do things
other people might not like.
5. When I'm doing something for fun (for
example, partying, acting silly), I tend to
get carried away and go too far.
6. I like to do new and different things that
many people would consider weird or not
really safe.
7. I say the first thing that comes into my
mind without thinking enough about it.
8. I stop and think things through before I act
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III.

C.

Consideration of Others (COO)
1. Doing things to help other people is more
important to me than almost anything else.
2. I often go out of my way to do things for
other people.
3. I think about other people's feelings before
I do something they might not like.
4. I enjoy doing things for other people.
5. I make sure that doing what I want will not
cause problems for other people.
6. Before I do something, I think about how it
will affect the people around me.
7. I try very hard not to hurt other people's
feelings.

D.

Responsibility (RES)
1. I do things that are against the law more
often than most people.
2. When I have the chance, I take things I want
that don't really belong to me.
3. I do things that are really not fair to
people I don't care about.
4. I will cheat on something if I know no one
will find out.
5. I break laws and rules I don't agree with.
6. People can depend on me to do what I know
I should.
7. I do things that I know really aren't right.
8. I make sure I stay out of trouble.

Defensiveness
A.

Repressive Defensiveness (RD)
1. There have been times when I said I would
do one thing but did something else.
2. Once in awhile, I don't do something that
someone asked me to do.
3. I can remember a time when I was so angry
at someone that I felt like hurting them.
4. I have done some things that weren't right
and felt sorry about it later.
5. I never act like I know more about something
than I really do.
6. Once in awhile, I say bad things about people
that I would not say in front of them.
7. Once in awhile, I break a promise I've made.
8. There have been times when I did not finish
something because I spent too much time
"goof ing of f ."
9. There have been times when I didn't let
people know about something I did wrong.
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11.
B.

IV.

I am never unkind to people I don't like.
Once in awhile, I say things that are not
completely true.

Denial of Distress (DD)
1. There are times when I'm not very proud of
how well I've done something.
2. Some things have happened this year that I
felt unhappy about at the time.
3. I can think of times when I did not feel
very good about myself.
4. When I try something for the first time, I
am always sure that I will be good at it.
5. I never feel sad about things that happen
to me.
6. Once in awhile, I get upset about something
that I later see was not that important.
7. I sometimes give up doing something because
I don't think I'm very good at it.
8. I feel afraid if I think someone might hurt me
9. I feel at least a little upset when people
point out things I have done wrong.
10. I feel a little down when I don't do as well
as I thought I would.
11. If people I like do things without asking me
to join them, I feel a little left out.

Response Set
Validity (VAL)
1. I am answering these questions truthfully.
2. Everyone makes mistakes at least once in awhile.
3. I have never met anyone younger than I am.

Appendix G
Awareness of Bodily Reactions Scale

The computer task that you just completed may be
described as moderately stressful. While completing a
stressful task, it is natural to notice physiological
changes, such as increases in heart rate, increased
muscle tension, rapid breathing, or increased sweating.
However, there are differences among people regarding
how much emotional reaction occurs during completion of
stressful tasks. Using the scale provided below, please
circle the number that best illustrates how much change
in bodily sensation you felt while completing this
stressful computer task.

l=Did not feel change in bodily sensation
5=Felt some bodily changes in sensation
9=Felt much change in bodily sensation
1

2

Note:

3

4

5

6

7

8

9

Adapted from "Low-anxious, high-anxious, and
repressive coping styles: Psychometric patterns
and behavioral and physiological responses to
stress" by D. A. Weinberger, G. E. Schwartz, and
R. J. Davidson, 1979, Journal of Abnormal Psychology
88, 369-380.
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Appendix H
Southern Methodist University Health Questionnaire

Age_____

Sex____

Religious Upbringing:

Marital Status_______________
Catholic___ Protestant___
Jewish
Other________

Highest level of education that you have completed____
Place a check in front of every health problem you have
had during the last year. Be sure to check every health
problem you used to have but now control with medication
or treatment:
cold or flu
___diabetes
___anemia
___fainting
___hernia
___diarrhea
___hemorrhoids
___rash
___appendicitis
___paralysis
___ulcer
___skin cancer
___sore throat
___constipation
___ear ache
___vomiting
___asthma
___emphysema
___colitis
___seizures
___bulimia
___allergies
___blackouts
___depression
___indigestion
___severe acne
___mononucleosis
___broken bones
___pregnancy
___endometriosis(cramps)
___obesity
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Southern Methodist University Health Questionnaire
___significant weight gain
___significant weight loss
___headache(not migraine)
___low blood pressure(hypoglycemia)
___high blood pressure(hypertension)
___arthritis or rheumatism
___abdominal or stomach pain
___gall bladder problems
___lung or respiratory problems
___heartbeat irregularity
___high cholesterol
___chronic back problem
___kidney or urinary tract problems
___eye problem(sty, cataract)
___thrombosis(blood clots)
___water retention(bloating)
___serious dental problems(incl. gums)
___angina or chest pain
___migraine headache
___thyroid problem
___anorexia nervosa
___grinding of teeth or TMJ
___multiple sclerosis
__ breast cancer
___other cancer
___benign tumor
___liver problem
___sexual problems(impotency, frigidity)
___venereal disease(incl. herpes)
___pre-menstrual syndrome
___other reproductive(cysts, prostate)
___other health problems; Specify:
How many days during the last year were you hospitalized for
each of the following:
surgery_____
childbirth_____
psychological problems____
injury_____
illness_____
drug/alcohol problems____

Appendix I
Stress Audit

This questionnaire has been
the areas of your life that
Both events of the past and
contribute to your level of

designed to help you define
are most and least stressful.
anticipation of future events
stress.

HOW TO USE THIS QUESTIONNAIRE:
A variety of potentially stressful situations as well as
symptoms of stress will be presented. You will be asked
to rate each item twice, once for the PAST and once for
the FUTURE.
Read each item and decide if it applies to you. If it does
not, write 0 and move on to the next. If it does apply to
you, write 1 if it has been or is anticipated to be NOT
STRESSFUL. Write 5 if it has been or is anticipated to be
VERY STRESSFUL. Use 2, 3, or 4 for in-between levels of
stress .
For FUTURE items, if you anticipate it affecting you in the
next six months, rate the amount of stress you expect it to
cause you. Do not try to guess at how much stress it would
cause if it does not actually apply to you.
FAMILY
Holidays , family celebrations, family vacations
PAST:
FUTURE:
Marriage or starting a significant relationship
PAST:
FUTURE:
Marital dif f iculties
PAST:
FUTURE:
Marital separation
FUTURE:
PAST:
Marital reconciliation
PAST:
FUTURE:
Divorce
FUTURE:
PAST:
Death of a spouse
FUTURE:
PAST:
Death of a close relative
FUTURE:
PAST:
a
distant
relative
Death of
FUTURE:
PAST :
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Stress Audit
Disciplinary problems with children
PAST:
FUTURE:
Alcoholism or drug problems in family
PAST:
FUTURE:
Pregnancy in family
PAST:
FUTURE:
Son or daughter leaving home
PAST:
FUTURE:
Sex difficulties
PAST:
FUTURE:
Difficulties with other family members
PAST:
FUTURE:
Serious illness in family
PAST:
FUTURE:
Divorce or remarriage of parents
FUTURE:
PAST:
Divorce or remarriage of children
FUTURE:
PAST :
Difficulty in meeting obligations to family
PAST:
FUTURE:
Family conflict over money
PAST:
FUTURE:
Child care responsibilities
PAST:
FUTURE:
Birth of a child, or adoption
PAST:
FUTURE:
Abortion, miscarriage or still birth
PAST:
FUTURE:
Inability to have children
PAST:
FUTURE:
Change in number of arguments with spouse
PAST:
FUTURE:
Family violence
PAST:
FUTURE:
Troubles with in-laws
PAST:
FUTURE:
Wife or husband begins or stops work
PAST:
FUTURE:
Change in number of family get-togethers
PAST:
FUTURE:
Child with special needs
PAST:
FUTURE:
INDIVIDUAL ROLES
Vacations or travel
PAST:
Feeling unattractive
PAST:
Personal injury or illness
PAST:

FUTURE:
FUTURE:
FUTURE:
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Pregnancy
PAST:
FUTURE:
Noticeable aging
PAST:
FUTURE:
Started menopause
PAST:
FUTURE:
Outstanding personal achievement
PAST:
FUTURE:
Change in personal habits (smoking, bedtime, meal times,
etc.)
PAST:
FUTURE:
Problems from being too successful
PAST:
FUTURE:
Lack of personal privacy
PAST:
FUTURE:
Difficulty in meeting obligations to yourself
PAST:
FUTURE:
Failure to meet personal goals
PAST:
FUTURE:
Not enough time for yourself
PAST:
FUTURE:
Problems with drug or alcohol dependence
PAST:
FUTURE:
Problems with weight
PAST:
FUTURE:
Not enough time to get things done
PAST:
FUTURE:
Philosophical or religious preoccupations
PAST:
FUTURE:
Assaulted or robbed
PAST:
FUTURE:
Involved in lawsuit or other court procedure
PAST:
FUTURE:
Minor violations on the law
PAST :
FUTURE:
Jail term
PAST:
FUTURE:
Change in living conditions
PAST:
FUTURE:
Change in residence
PAST:
FUTURE:
Change in recreation
PAST:
FUTURE:
Change in religious activities
PAST:
FUTURE:
SOCIAL BEING
Leading a group
PAST:
FUTURE:
Identification as a group leader
PAST:
FUTURE:
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Following along with a group
PAST:
FUTURE:
Major responsibility for or to a social group
PAST:
FUTURE:
Feeling excluded from a group
PAST:
FUTURE:
Starting new relationship(s )
FUTURE:
PAST:
Ending old relationship(s)
FUTURE:
PAST:
Special care in maintaining relationship(s)
FUTURE:
PAST:
Not having freedoms and privileges acquaintances enjoy
FUTURE:
PAST:
High popularity
FUTURE:
PAST:
Feelings of superiority towards friends and acquaintances
FUTURE:
PAST:
Feeling inferior to friends and acquaintances
FUTURE:
PAST:
Feeling unwanted and alone
FUTURE:
PAST:
Lack of social stimulation
FUTURE:
PAST:
Death of a close friend
FUTURE:
PAST:
Close friend moves away
FUTURE:
PAST :
Problems with social discrimination
PAST:
FUTURE:
Feeling victim of ethnic, racial, religious, or sexual
prej udice
PAST:
FUTURE:
Change in social activities
PAST:
FUTURE:
ENVIRONMENT
Problems with zoning laws
PAST:
FUTURE:
Noisy or unfriendly neighbors
PAST:
FUTURE:
Construction work in neighborhood or community
FUTURE:
PAST:
Problems with traffic
FUTURE:
PAST:
with
shifts
in
population
Problems
FUTURE:
PAST:
with
schools
Problems
FUTURE:
PAST:
Local politics or election results
PAST:
FUTURE:
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Adjustments to new neighborhood
FUTURE:
PAST :
Neighbors failing to maintain property
FUTURE:
PAST:
Problems with municipal services or utilities
FUTURE:
PAST :
Vandalism or other minor crime; in neighborhood
FUTURE:
PAST :
Violent crime in neighborhood
FUTURE:
PAST:
Ethnic or racial conflict
FUTURE:
PAST :
Lack of recreational facilities
FUTURE:
PAST:
Crowding
FUTURE:
PAST:
Remodeling in home
FUTURE:
PAST :
Major renovation or construction of home
FUTURE:
PAST :
FINANCES
Not enough money to pay bills
FUTURE:
PAST:
Loss of income
FUTURE:
PAST:
Increased expenditures
FUTURE:
PAST :
Declining net worth
FUTURE:
PAST :
Lack of funds for recreation
FUTURE:
PAST :
Major purchase
FUTURE:
PAST :
Financial loss
FUTURE:
PAST:
Cash flow problems
FUTURE:
PAST:
Loss of credit
FUTURE:
PAST :
Dramatic increase in net worth
FUTURE:
PAST :
Inheritance
FUTURE:
PAST:
Major financial gain
FUTURE:
PAST:
Went on or off welfare
FUTURE:
PAST :
Business readjustment
FUTURE:
PAST:
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New mortgage or loan
PAST:
Foreclosure of mortgage
PAST:

FUTURE:
FUTURE:

WORK OR SCHOOL
Beginning new work or school
PAST:
FUTURE:
Poor job description
PAST:
FUTURE:
Ambiguous lines of authority
PAST:
FUTURE:
Poorly defined responsibilities at work or school
PAST:
FUTURE:
Setting work or school goals
PAST:
FUTURE:
Meeting work or school goals
PAST:
FUTURE:
Failure to understand or accomplish assignments
PAST:
FUTURE:
Lack of necessary skills and abilities to perform
adequately at work or school
PAST:
FUTURE:
Too tired to get work done
PAST:
FUTURE:
Difficulties with career decisions
PAST:
FUTURE:
Overwork
PAST:
FUTURE:
Pressured deadlines
PAST:
FUTURE:
Many emergencies at work
PAST:
FUTURE:
Uncooperative co-workers or students
PAST:
FUTURE:
Language problems with co-workers or other students
PAST:
FUTURE:
Too much responsibility at work
PAST:
FUTURE:
Fear of error
PAST:
FUTURE:
Fired from job/expelled from school
PAST:
FUTURE:
Laid off
PAST:
FUTURE:
Work/school hours too long
PAST:
FUTURE:
Family members interfering with work or school
PAST:
FUTURE:
Pressure to do well at work or school
PAST:
FUTURE:
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Lack of company/school concern about workers/students
PAST:
FUTURE:
Labor-management/student-school conflict
PAST:
FUTURE:
Quit job or school
PAST:
FUTURE:
Promotion
PAST:
FUTURE:
Outstanding personal achievement at work or school
PAST:
FUTURE:
Change to a different line of work or study
PAST:
FUTURE:
Picking a school, college, or course of study
PAST:
FUTURE:
Equipment malfunctions at work
PAST:
FUTURE:
Company/school interference in personal life
PAST:
FUTURE:
Insufficient in-service training or supervision
PAST:
FUTURE:
Boredom with work or school
PAST:
FUTURE:
Little opportunity for advancement
PAST:
FUTURE:
Responsibility without authority
PAST:
FUTURE:
Lack of privacy at work
PAST:
FUTURE:
Irregular work hours
PAST:
FUTURE:
Retirement
PAST:
FUTURE:
Change in responsibilities at work or school
PAST:
FUTURE:
Trouble with boss
PAST:
FUTURE:
Change in work hours or conditions
PAST:
FUTURE:
MUSCULAR
Tight muscles or muscular aches
PAST:
FUTURE:
Nervous tics
PAST:
FUTURE:
Stuttering, voice shaky or strained
PAST:
FUTURE:
Frowning, wrinkling forehead
PAST:
FUTURE:
Tension headaches
PAST:
FUTURE:
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Bruxism (grinding or clenching teeth)
PAST:
FUTURE:
Jaw pain or ache
PAST:
FUTURE:
Pacing, finger- or foot-tapp ng, difficulty sitting still
FUTURE:
PAST:
Trembling or shaking
FUTURE:
PAST:
Back pain
FUTURE:
PAST:
PARASYMPATHETIC
Change in appetite
PAST:
Nausea
PAST:
Gas pains or cramping
PAST:
Acid stomach, heartburn
PAST:
Problems with urination
PAST:
Constipation
PAST:
Diarrhea
PAST :
Frigidity or impotence
PAST :
Dry mouth or throat
PAST:
Difficulty swallowing
PAST:

FUTURE:
FUTURE:
FUTURE:
FUTURE:
FUTURE:
FUTURE:
FUTURE:
FUTURE:
FUTURE:
FUTURE:

SYMPATHETIC
High blood pressure
FUTURE:
PAST :
Dizziness
FUTURE:
PAST:
Palpitations
FUTURE:
PAST:
Sweaty palms, increased pers iration
FUTURE:
PAST:
Cold hands or feet
FUTURE:
PAST:
Rapid heart beat
FUTURE:
PAST:
Sudden bursts of energy
FUTURE:
PAST:
Migraine headaches
FUTURE:
PAST:
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Anger and irritation
PAST:
Chest pains
PAST:
Shortness of breath
PAST:

FUTURE:
FUTURE:
FUTURE:

EMOTIONAL
Feeling that things are getting out of control
FUTURE:
PAST :
Anxiety or panic
FUTURE:
PAST:
Frustration
FUTURE:
PAST:
Feeling desperate, hopeless
FUTURE:
PAST:
Feeling trapped, helpless
FUTURE:
PAST:
Feeling blue or depressed
FUTURE:
PAST:
Feeling guilty
FUTURE:
PAST:
Feeling self-conscious
FUTURE:
PAST:
Feeling restless
FUTURE:
PAST:
COGNITIVE
Poor memory
FUTURE:
PAST:
Daydreaming
FUTURE:
PAST:
Indecisiveness
FUTURE:
PAST:
Mental confusion
FUTURE:
PAST:
Racing thoughts
FUTURE:
PAST:
Conviction that everything turns out for the worst
FUTURE:
PAST:
Difficulty falling asleep
FUTURE:
PAST:
Poor judgment
FUTURE:
PAST:
Difficulty concentrating
FUTURE:
PAST:
Preoccupation
FUTURE:
PAST:
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Stress Audit
ENDOCRINE
Arthritic joint pain
PAST:
FUTURE:
Menstrual difficulties
PAST:
FUTURE:
Unusual changes in body temperature
PAST:
FUTURE:
Diabetes
PAST:
FUTURE:
Skin rashes, or pimples
PAST:
FUTURE:
Fatigue, feeling tired
PAST:
FUTURE:
Infertility
PAST:
FUTURE:
Bloating, water retention
PAST:
FUTURE:
Excessive thirst
PAST:
FUTURE:
Changes in skin color (e.g., grey pallor)
PAST:
FUTURE:
IMMUNE
Many colds
PAST:
FUTURE:
Frequent bouts of flu
PAST:
FUTURE:
Allergies
PAST:
FUTURE:
Many low grade infections
PAST:
FUTURE:
Hives
PAST:
FUTURE:
Feeling generally unwell or sick
PAST:
FUTURE:
Sores in throat
PAST:
FUTURE:
Strep throat
PAST:
FUTURE:
Mononucleosis
PAST:
FUTURE:
Herpes
PAST:
FUTURE:
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Stress Audit
VULNERABILITY TO STRESS
The following are some factors which have been found to
influence your vulnerability to stress.
Write 1 (ALMOST ALWAYS) to 5 (NEVER) according to how much
of the time an item is true of you.
I eat at least one hot, balanced meal per day.
I get 7-8 hours sleep at least 4 nights per week.
I give and receive affection.
I have at least one relative within 50 miles on whom I can
rely.
I exercise to the point of perspiration at least twice a
week.
I smoke less than half a pack of cigarettes per day. [Write
1 if you do not smoke.]
I take fewer than 5 alcoholic drinks per week.
[Write 1 if
you do not drink.]
I am the appropriate weight for my height.
I have an income adeguate to meet basic expenses.
I get strength from my religious beliefs.
I regularly attend club or social activities.
I have a network of friends and acquaintances.
I have one or more friends to confide in about personal
matters.
I am in good health (including eyesight, hearing, teeth).
I am able to speak openly about my feelings when angry or
worried.
I have regular conversations with the people I live with
about domestic problems, e.g., chores, money, daily issues.
I do something for fun at least once per week.
I am able to organize my time effectively.
I drink less than 3 cups of coffee (or tea or soft drinks
containing caffeine) per day.
I take quiet time for myself during the day.

Appendix J
Weinberger Adjustment Inventory

This inventory consists of items which may or may not
describe you. Read each item and mark whether or not
the item is descriptive of you. Complete the items
based on what you are usually like or what you have
usually felt, not just during the past few weeks but
over the past year or more.
Part I
For the items in Part I (1-45), rate each with the
following scale:
1
2
3
4
5
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

=
=
=
=
=

False
Somewhat False
Not Sure
Somewhat True
True

I enjoy most of the things I do during the week.
There have been times when I said I would do one
thing but did something else.
I often feel that nobody really cares about me the
way I want them to.
Doing things to help other people is more important
to me than almost anything else.
I spend a lot of time thinking about things that
might go wrong.
There are times when I'm not very proud of how well
I've done something.
No matter what I'm doing, I usually have a good
time.
I'm the kind of person who will try anything once,
even if it's not that safe.
I'm not very sure of myself.
Some things have happened this year that I felt
unhappy about at the time.
Once in a while, I don't do something that someone
asked me to do.
I can remember a time when I was so angry at
someone that I felt like hurting them.
I am answering these questions truthfully.
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Weinberger Adjustment Inventory14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.

In recent years, there have been a lot of times
when I've felt unhappy or down about things.
I usually think of myself as a happy person.
I have done some things that weren't right and felt
sorry about it later.
I usually don't let things upset me too much.
I can think of times when I did not feel very good
about myself.
I should try harder to control myself when I'm
having fun.
I do things that are against the law more often
than most people.
I really don't like myself very much.
I usually have a great time when I do things with
other people.
When I try something for the first time, I am
always sure that I will be good at it.
I never feel sad about things that happen to me.
I never act like I know more about something than
I really do.
I often go out of my way to do things for other
people.
I sometimes feel so bad about myself that I wish I
were somebody else.
I'm the kind of person who smiles and laughs a lot.
Once in a while, I say bad things about people that
I would not say in front of them.
Once in a while, I break a promise I've made.
Once in a while, I get upset about something that I
later see was not that important.
Everyone makes mistakes at least once in a while.
Most of the time, I really don't worry about things
very much.
I'm the kind of person who has a lot of fun.
I often feel like not trying anymore because I
can't seem to make things better.
People who get me angry better watch out.
There have been times when I did not finish
something because I spent too much time "goofing
off ."
I worry too much about things that aren't
important.
There have been times when I didn't let people know
about something I did wrong.
I am never unkind to people I don't like.
I sometimes give up doing something because I don't
think I'm very good at it.
I often feel sad or unhappy.
Once in a while, I say things that are not
completely true.
I usually feel I'm the kind of person I want to be.
I have never met anyone younger than I am.
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Weinberger Adjustment Inventory
Part II
For the items in Part II (46-84) use the following
rating scale:
1
2
3
4
5
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.

=
=
=
=
=

Almost Never
Not Often
Sometimes
Often
Almost Always

I feel I can do things as well as other people can.
I think about other people's feelings before I do
something they might not like.
I do things without giving them enough thought.
When I have the chance, I take things I want that
don't really belong to me.
If someone tries to hurt me, I make sure I get even
with them.
I enjoy doing things for other people, even when I
don't receive anything in return.
I feel afraid if I think someone might hurt me.
I get into such a bad mood that I feel like just
sitting around and doing nothing.
I become "wild and crazy" and do things other
people might not like.
I do things that are really not fair to people I
don't care about.
I will cheat on something if I know no one will
find out.
When I'm doing something for fun (for example,
partying, acting silly), I tend to get carried away
and go too far.
I feel very happy.
I make sure that doing what I want will not cause
problems for other people.
I break laws and rules I don't agree with.
I feel at least a little upset when people point
out things I have done wrong.
I feel that I ama special or important person.
I like to do new and different things that many
people would consider weird or not really safe.
I get nervous when I know I need to do my best (on
a job, team, etc.).
Before I do something, I think about how it will
affect the people around me.
If someone does something I really don't like, I
yell at them about it.
People can depend on me to do what I know I should.
I lose my temper and "let people have it" when I'm
angry.
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Weinberger Adjustment Inventory
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.
82.
83.
84.

I feel so down and unhappy that nothing makes me
feel much better.
In recent years, I have felt more nervous or
worried about things than I have needed to.
I do things that I know really aren't right.
I say the first thing that comes into my mind
without thinking enough about it.
I pick on people I don't like.
I feel afraid something terrible might happen to me
or somebody I care about.
I feel a little down when I don't do as well as I
thought I would.
If people I like do things without asking me to
join them, I feel a little left out.
I try very hard not to hurt other people's
feelings.
I feel nervous or afraid that things won't work out
the way I would like them to.
I stop and think things through before I act.
I say something mean to someone who has upset me.
I make sure I stay out of trouble.
I feel lonely.
I feel that I am really good at things I try to do.
When someone tries to start a fight with me, I
fight back.
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